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To theGovernorand Members of the General Assembly:

A parent's right to their child is derived from their duty to protect the child. If the parent seriously harms

the child, or threatens suclaim, the State intervenes. When the State takes a child into its care, it
assumes the duty to protect. When harm comes to the child while in State care, each of the involved
institutions and agencies must reflect on their actions or lack of action wigjEgieg each other to

determine if critical protective factors were in place. Each institiitlaw enforcement, child protection,
statebs attorneys, ment al heal t h, addcenesamayin educ:
society's effort$o prevent harm to children.

This year, a youngirl was murdere@nd her brother seriously injureg their father while in State care.
Systemic failures occurred throughout the involved agencies and institutions. These failures contributed
to the contiuing risk to the chilcen who came into care afteéheir mentally ill and substance abusing
father heldthe childrenhostage with lethal accelerants. A redacted investigation of this child's death is
attached to this year's report. It is hoped thatithisstigation can be used to avoid similar tragedies in

the future.

2014 also ended with the conviction of a foster mother for the murder of her young foster daughter. Our
investigation into the death of the child was disheartening. The investigatio #@ mental health

therapist had handed the distressed foster mother a controversiagcienge treatment book. The

author, a former dog groomer, promoted radical, aggressive, and pathological methodologies to be used
on foster or special needs childreThe young foster mother overwhelmed with the care of six young
children, including the stress of caring for a newborn, appeared to scapegoat-freafold. While the

Coroner's jury ruled the child's death a homicide, it was only through thet\effians of a newly elected
statebs attorney that charges were brought forwar

Included in this year's annual report is a special report on-siapd infant deaths where parents were
investigated by child protection despithe absence of either drug or alcohol abuse or other blatant
disregard. This report was distributedtie Governor, the Director of DCFState and national public
health officials, the child death review teams #reSenateSub@ommitteefor DCFS Ovesight

Some children who have been exploited or who have been deprived of stable nurturing and protective
relationdips face a greater risk of becomivigtims of future explodtive relaionships or may become
exploitatve themselves. Some are cafied by environments of violence, gangs, guns, and exploitative
sex. Ten years ago, the murder of eleyearold "Yummy" Sandifer provided us with a cruel reminder

of the harsh realities and dangers of these influences and the shared failures of dlerjysiee and

child welfare systems. Counterinfluences stach stark realities need to include effective violence



reduction interventions, as referenced in the Surgeon General's Report on Youth Violence, and the
development of a moral and caring comntyi@mong the children, ideally with a viable family member

who can support the child upon his or her return to the home community. The recommendations
implementation section in this year's report includes a section on past Inspector General recommendation
directed towards decreasing violence among high risk wards.

Respectfully,
OW Pﬁ/%

Denise Kane, Ph.D.
Inspector General
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| NTRODUCTION

The Office of the Inspector General of the
Department of Children and Family Services
was created by unanimous vote of the lllinois
General Assembly in June 1993 to reform and
strengthen the child welfare system. The
mandate of the Office of the Inspector General
(OIG) is to investigate misconductjsfeasance,
malfeasance, and violations of rules, procedures,
or laws by Department of Children and Family
Services (DCFS) employees, foster parents,
service providers and contractors with the
Department. See20 ILCS 505/35.5 35.7. To
that end, this Oice has undertaken numerous
investigations and initiated projects designed to
uncover wrongdoing, improve practice, and
increase professionalism within the Department.

I NVESTIGATION CATEGORIES

Death and Serious Injury Investigations

The Office of thenspector General investigates
deaths and serious injuries of lllinois children
whose families were involved in the child
welfare system within the preceding 12 months
The Inspector General is an officiomember of

the Child Death Review Team Executive
Council. The OIG receives notification from the
lllinois State Central Register (SCR) of all child
deaths and serious physical injuries where the
child was a ward of DCFS, the family is the
subject of an open investigation or service case,
or the family was the subject of a previous
investigation or closed case within the preceding
12 months. The notification of a child death or
serious injury generates a preliminary
investigation in which the death report and other
reports are reviewed and computer bates are
searched. When further investigation is
warranted, records are impounded, subpoenaed
or requested and a review is completed. When
necessary, a full investigation, including
interviews, is conducted. The Inspector
General 0s
database of child death statistics and critical

information related to child deaths in lllinois.
The following chart summarizes the death cases
reviewed in FY 2014:

FY 14CHILD DEATH CASESREVIEWED

CHILD DEATHS IN FY 14MEETING THE

CRITERIA FOR REVIEW <
INVESTIGATORY REVIEW S OF RECORDS 80
FULL INVESTIGATIONS 19

Summaries of death investigations, with a full
investigative report submitted to the Director,
are included in the Investigations Section of this
Reportbeginningon page7. Sunmmary of all
child deaths reviewed by the Office of the
Inspector General in FY 14 can be found on
page37 of this report.

General Investigations

The Office of the Inspector General responds to
and investigates complaints filed by the state and
local judiciary, Department employees, foster
parents, biological parents and the general
public. Investigations yield both caspecific
recommendations, including disciplinary
recommendations and recommendations for
systemic changes within the child welfare
syt em. The I nspector
compliance with all recommendations.

Child Welfare Employee Licensure
Investigations

In 2000, the General Assembly mandated that
the Department of Children and Family Services
institute a system for licensindirect service
child welfare employees. The Child Welfare
Employee License (CWEL) permits centralized
monitoring of all persons providing direct child
welfare services, whether they are employed
with the Department or a private agencyheT

Of f i camtaine rae a t edgloyee licgsing system seeks to maintain

accountability, integrity and honesty of those

INTRODUCTION 1
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entrusted with the care of vulnerable children investigated and opposed one request for
and families. reinstatement.

A child welfare employee license is required for ~ FY 2014 CWEL Investigation Dispositions
both Department and private agency

investigative, child welfare and licensing Shsies OREED FoR Sl s S e T 20
workers and supervisors. The Department, INVESTIGATIONS COMPLE'ED/NO CHARGES 9
through the Office of Employee Licensure, REVOCATION 2
administers and issues Child Welfare Employee  LICENSE SUSPENSION 2
Licenses. LICENSES VOLUNTARILY RELINQUISHED 4

PENDING ADMINISTRATIVE HEARING 3

A committee composed of representatives of the
Office of the Inspector General, the Child  Resolution of Prior Investigations
Welfare Enployee Licensure Board and the
Depart ment 6s Oof fice of
screens referrals for CWEL Investigations. The
committee reviews complaints to determine S o
whether the allegations meet one or more PENDING FINAL DECISON
grounds for licensure action as defined in
Departmen Rule 412.50 (89 Ill. Adm. Code
412.50). The OIG investigates and prosecutes
CWEL complaints and hearings.

CASES PENDING
REVOCATION

R NN Ol

Criminal Background Investigations and Law
Enforcement Liaison

When a CWEL Investigation is completed, the The I nspector General 6s
Office of the Inspector General, as the technical assistanceotthe Department and
Departmentos repr es e n Privatg agencies in gesfernaing ngndn assessing

whether the findingsf the investigation support ~ criminal history checks. In FY 14, the Inspector
possible licensure action. Allegations that could General 6s Of fice opened 2,
support licensure action include conviction for ~ criminal background information from the Law
specified criminal acts, indicated findings of  Enforcement Agencies Data System (LEADS).
child abuse or neglect, egregious acts that Each cae may involve multiple law
demonstrate incompetence or a pattesh enforcement database searches. For the 2,783
deviation from a minimum standard of child  cases opened in FY 14, the OIG conducted
welfare practice. Department Rule 412.50 (89 9,105 searches for criminal background
Ill. Adm. Code 412.50) specifies the grounds for ~ information.

licensure action. When licensure action is o _ S
appropriate, the licensee is provided an In addition, in the course of an investigation, if
opportunity for a hearing. Amdministrative evidence indicates that a criminaltanay have
Law Judge presides over the hearing and reports been committed, the Inspector General may
findings and recommendations to the Child notlfy the lllinois State PO“Ce, and the OIG may
Welfare Employee Licensure Board. The CWEL investigate the alleged act for administrative
Board makes the final decision regarding  action only.

licensure action. _ _
The Office of the Inspector General assists law

In FY 2014, 20 cases were referred to the OIG  enforcement agencies with gathering neaeg
for Child Welfare Employee License documents. If law enforcement elects to
investigations. In addition, the Inspector investigate and requests that the administrative
General 6s Of fice provi diewstigat@®s leeaputom hold,nttee Offiee cohtinei ¢ a |
assistance to the Office of Employee Licensure Inspector General will retain the case on monitor
in six evaluations of CWEL applicants and status. If law enforcement declines to prosecute,

the Inspecto General will determine whether
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further investigation or administrative action is
appropriate.

| NVESTIGATIVE PROCESS

The Oof fice of t he
investigative process begins with a Request for
Investigation or notification by the State Cehtra
Regi ster of a chil dos
referral for a Child Welfare Employee License
investigation. Investigations may also be
initiated when the OIG learns of a pending
criminal or child abuse investigation against a
child welfare employee.

In FY 2014, the Office of the Inspector General
received 3,141 Requests for Investigation or
technical assistanceRequests for Investigation
and notices of deaths or serious injury are
screened to determine whether the facts suggest
possible misconddc by a foster parent,
Department employee, or private agency
employee, or whether it suggests a need for
systemic change. If an allegation is accepted for
i nvestigati on, t he
review records and interview relevant witnesses.
The Inspector General reports to the Director of
the Department and to the Governor with
recommendations for discipline, systemic
change, or sanctions against private agencies.
The Office of the Inspector General monitors the
implementation of acceptedadommendations.

The Office of the Inspector General may work
directly with a private agency and its board of
directors to ensure implementation when
recommendations pertain to a private agency. In
rare circumstances, when the allegations are
serious eaugh to present a risk to children, the

I nspector Gener al may
intake for new cases be put on temporary hold,
or that an employee be placed on desk duty,
pending the outcome of the investigation.

The Office of the Inspector Generalmandated
by statute to be separate from the Department.

YThis includes requests for investigation, notice of child
deaths and serious injuries, notificaticof arrests or
pending abuse investigations, and requests for technical
assistance and information.

d

Il nsp

-

OIG files are not accessible to the Department.
The investigations, investigative reports and
recommendations are prepared without editorial
input from either the Department or any private
ageny. Once a Report is completed, the

| Angnprﬁﬁ g{é E)ng‘eral \@II o) sridsrI %ognments

su y the Deparfment and the involved
private agencyand the Report may be revised

GogERIY - ¢
If a complaint is not appropriate for full
investigation by the Office ofhe Inspector
General, the OIG may refer the complaint to law
enforcement (if criminal acts appear to have

been committed), to
Office for Children and Families, or to other

serious injury

state regulatory agencies, such as the
Department of Finarial and Professional
Regulation.

Administrative Rules

Rules of the Office of the Inspector General are
published in the lllinois Register at 89 III.

t he

or

De

Admip. Spde E3Q. g %"Fségg"er Iptgke and i |

investigations of complaints from the general
public, chld deaths or serious injuries and
allegations of misconduct. Rules pertaining to
employee licensure action are found at 89 Il
Admin. Code 412.

Confidentiality

A complainant to the Office of the Inspector
General, or anyone providing information, may
request that their identity be kept confidential.
To protect the confidentiality of the
complainant, the OIG will attempt to procure

evidence through other means, whenever
possible t e time, ccu A
e?nglc?lyeeesne@ds o%aﬁ/aérgufécriﬁnt ir%;grr?aﬁmﬁsei}jo S

enable that employee to present a defense. The
OIG and the Department are mandated to ensure
that no one will be retaliated against for making
a good faith complaint or providing information

in good faith to the OIG.

Reports issued by th®ffice of the Inspector

General contain information that is confidential
pursuant to both stand federal law. As such,
Inspector GenerdReports are not subject to the

INTRODUCTION 3



Freedom of Information Act. Annually, the
Office of the Inspector General prepase\eral
reports deleting confidential information for use
as teaching tools for private agenand
Department employees.

Impounding

The Office of the Inspector General is charged
with investigating misconduct "in a manner
designed to ensure the presematbdf evidence
for possible use in a criminal prosecution.” 20
ILCS 505/35.5(b). In order to conduct thorough
investigations, while at the same time ensuring
the integrity of records, investigators may
impound files. Impounding involves the
immediate saaring and retrieval of original
records. When files are impounded, a receipt
for impounded files is left with the office or
agency from which the files are retrieved.
Critical information necessary for ongoing
service provision may be copied during the
impound in the presence of the OIG investigator.
Impounded files are returned as soon as
practicable. However, in death investigations,
the Office of the Inspector General forwards
original files to the
Legal Services to ensureaththe Department
maintains a central file.

REPORTS

Inspector General Reports are submitted to the
Director of DCFS. Specific reports are also
shared with the Governor. An Inspector General
Report contains a summary of the complaint, a
historical perspctive on the case, including a
case history, and detailed information about
prior DCFS or private agency contact(s) with the
family. Reports also include an analysis of the
findings, along with recommendations.

The Office of the Inspector General usEsne
reports as training tools to provide a venue for
ethical discussion on individual and systemic
problems in child welfare practice. The reports
are redacted to ensure confidentiality and then
distributed to the Department or private agencies
as a resawe for child welfare professionals.

Redacted reports are available on the OIG
website:  http://www.state.il.us/DCFS/library/
com_communications_inspector.shtmér by
request from the Office of the Inspector General
by calling (312) 433000.

Recommedations

In investigative reports, the Inspector General
may recommend systemic reform or case
specific interventions. Systemic
recommendations are designed to strengthen the
child welfare system to better serve children and
families.

Ideally, disciplire should have an accountability
component as well as a constructive or didactic
one. It should educate an employee on matters
related to his/her misconduct while also
functioning to hold employees responsible for
their conduct. Without the accountatyili
component, there is little to deter misconduct.
Without the didactic component, an employee
may conclude that s/he has simply violated an
arbitrary rule with no rationale behind it.

The p a nnbpegon t 0 Geneal Vv i présents
recommendations for discipline to ti¥rector

of the Department and, if applicable, to the
director and board of the involved private
agency. Recommendations for discipline are
subject to due process requirements. In addition,
the OIG will determine whether the facts suggest
a systemic prdem or an isolated instance of
misconduct or bad practice. If the facts suggest
a systemic probl em,
Office may investigate further to determine

appropriate recommendations for systemic
reform.
When recommendations concern a pevat

agency, appropriate sections of the report are
submitted to the agency director and the board
of directors of that agency. The agency may
submit a response. In addition, the board and
agency director are given an opportunity to meet
with the InspectoGeneral to discuss the report
and recommendations.

In this Annual Report, systemic reform
recommendations are organized into a format

4 INTRODUCTION
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that allows analysis of recommendations
according to the function within the child
welfare system that the recommendatich
designed to
Office is a small office in relation to the child
welfare system. Rather than address problems
i n i sol ati on, t he
views its mandate as strengthening the ability of
the Departmet and private agencies to perform
their duties.

The Office of the Inspector General monitors
implementation of recommendations made to the
Director of DCFS and private agencies.
Monitoring may take several forms. The Office
of the Inspector General lvmonitor to ensure
that Department or private agency staff
implement the recommendations made. The
OIG may consult with the Department or private
agency to assist in the implementation process.
The OIG may also develop accepted reform
initiatives  for future integration into the
Department.

ADDITIONAL RESPONSIBILITIES

Office of the Inspector General Hotline

Pursuant to statute, the Office of the Inspector
General operates a statewide,-fodle telephone
number for public access. Foster parents,
guardiansad litem judges and others involved
in the child welfare system have called the
hotline to request assistance in addressing the
following concerns:

A Complaints regarding DCFS
caseworkers and/or supervisors ranging
from breaches of confidentialitp
failure of duty;

Complaints about private agencies or
contractors;

Child Abuse Hotline information;
Child support information;

Foster parent board payments;

Youth in College Fund payments;
Problems accessing medical cards;
Licensing questions;

Ethics questions; and

DD D

strengt hen.

A General questions about DCFS and the
Office of the Inspector General

Thea hef flincwecft orhé&enespédso

an effective tool that enables the OIG to
communicate with concerned persons, respond

day-to-day problems related to the delivery of
child welfare services. The phone number for
the Office of the Inspector General Hotline is
(800) 7229124

The following chart summarizes the Office of
t he l nspector Ge rcalls a |
received in FY 14:

CALLS TO THE OIG HOTLINE IN FY 14

INFORMATION AND REFE RRAL 1088
REFERRED TO SCR HOTLINE 132
REFERRED FOR OIG INV ESTIGATION 109

ToTAL CALLS 1329

Ethics Officer

The Inspector General is the designated Ethics
Officer for the Department of Children and
Family Services. As required by the State
Officials and Employees Ethics Act (5 ILCS
430/2023), the Ethics Officer reviews all
Statements of Economic Interest completed by
Department employees and also by members of
the Childen and Family Services Advisory
Council.

In 2014, the Ethics Officer reviewed all 660
Statements of Economic Interest that were filed
with the Secretary of State. After review of the
660 Statements, 32 letters were issued to
individual employees and &ir supervisors
addressing potential conflicts of interest. In two
additional instances, the Ethics Officer
individually ~ contacted employees  after
determining that a conflict did exist between the
empl oyeeséd state and
Disclosures maal by members of the Children
and Family Services Advisory Council were also
reviewed for potential conflicts, but members
were not contacted individually regarding

INTRODUCTION 5
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private/other employment because they are not
DCFS employees.

ACTION ON FY 14 STATEMENTS OF
ECONOMIC INTERESTS

STAT EMENTS OF ECONOMIC

INTERESTS FILED el
LETTERS | SSUED TOEMPLOYEES
ADDRESSING POTENTIAL CONFLICTS 32

OF INTEREST

The Office of the Inspector General Ethics staff
also coordinated and monitored DCFS
compliance with the statégle ethics training
mandated under the lllinois State Officials and
Employees Ethics Act of 2003. In 2014, the
Office of the Inspector General ensured that
2,700 DCFS employees completed the training.
In addition to DCFS employees, DCFS board
and commissin members were asked to have
their members completoff-line training. In FY
2014 390 DCFS board and commission
members were required to compléte offline
ethics training.

Consultation

The Office of the Inspector General staff
provides condtation to the child welfare system
through review and comment on proposed rule
changes.

In addition, the Office of the Inspector General
provides consultation to Department and private
agency employees concerning their ethical
duties and responsibiliseunder both the Child
Welfare Employee Ethics Code and the State
Officials and Employees Ethics Act of 2003.
For a full discussion of ethics consultations, see
pagel66.

Projects and Initiatives

Infformed by the Office of the Inspector
Gener al @gaionsi ands mrastice research,
the Project Initiatives staff assist the Department
in the development of practice training models
for caseworkers and supervisors. The model
initiatives are interdisciplinary and involve field
testing of strategies. The iigtives are
evaluated to ensure the use of evidenased
practice and to determine the effectiveness of the
model. See pagé&61 of this Report for a full
discussion of the current projects and initiatives.

6 INTRODUCTION



| NVESTIGATIONS

This annual report coverhd time from July 1, 2IB to June 30, 2D1. The Investigations section

has three parts. Part | includes summaries of child death and serious injury investigations reported to
the Department Director and the Governor. Part Il contains aggregate dataserslmmaries of

child deaths in families who were involved with the Department in the preceding 12 months. Part Il
contains general investigation summaries conducted in response to complaints filed by the state and
local judiciary, foster parents, bagical parents and the general public.

Investigation summaries contain sections detailing the allegation, investigation, OIG
recommendations and Department response. For some recommendations, OIG comments on the
Department 6s respomseass iar & hien dlOd GGe Reicommeadati on/
section of each case.

DEATH AND SERIOUS INJURY INVESTIGATIONS

DEATH AND SERIOUS INJURY INVESTIGATION 1

ALLEGATION An eight yeatold girl died of strangulation and blunt force trauma as a rest
severe phyisal abuse. Two child protection investigations of reported sexual
of the girl were unfounded one month prior to her death.

INVESTIGATION The girl és involvement with the Deg
after it was reported that the girl, whesided with her fathea quadriplegicin her
paternal grandmot herds home, had pr evi o udsringthe
time the girl was living with her motherAfter a child protection investigation was initiated, anitataal
allegation of sexual abuse was made. During the concurrent investigations the girl participated
forensic interviews wi t h staff from a Chi |l ¢
examination.

Child protection investigators sited the home describing it as cluttered but not unsanitary. The inves
met two cousins who lived in the home, but they were not extensively interviewed as they had neve
the home where the alleged abuse took plddearing her first foresic interview, the girl stated that she w

made to do Asquatso or stand in a corner wit
home of her father and paternal grandmother. Despite the strong correlation between the punig
children involving physical or emotional me a

prompted no further inquiry. The OIG conducted two prior death investigations in which children wh
subj ect ed -sttg | @ mieldacesaharghdr ipunishment when the tasks were not comj
satisfactorily. The World Health Organization and the International Society for Prevention of Child
and Neglect have distinguished acts of physical punishment from discipline as bedugmcagserting powd
and dominance rather than developing a strategy to modify behavior. The presence of these tactics
environment should serve as a warning indicator of potential abuse.

The medical examination of the girl identified bilatdiaéar marks on her thighs and possible loop mark
her buttocks. Such injuries are frequent inttice of possible physical abus&hen the physician asked t

DEATH AND SERIOUS INJURY INVESTIGATIONS 7



girl, in front of her grandmothehow the injuries occurrethe paternal grandmothansweed for the girll
saying the child injured herself. h& girl was not questioned separately. The physician did not photd
the injuries or prepare a body chdntit did note the marks in the recor@ihough the girl was found to havq
urinary tract inéction and was provided a prescription for medication to treanfeetion, the informatiorn
was not shared witthe CAC family advocaté ensure the girl received follow upedicalattention This
was especially important as the grandmother reportedithdid not have a primary care physicigince n
concrete evidence of sexual abuse was discoytregh y s i ci an desi g mast efid otr
records of the medical examination were not provided to staff that conducted a seconaté&@¥éw with
the girl just three days later. Oli@vestigatordearned it was not protocol for the CAC to receive med
records, despite the benediiditional informatiorcould provide.

OIG investigatorslearned that the girl had been in counselingiclh was terminated by the patery
grandmother after counseling staff raised concerns that the girha@eato provide care for her father far
excess of what was appropriate for her age. The §&Afthad notasked abouprior counselingas this is ot
part of their protocohndwas unawaredaf he gi r|l 6s anxi ety regartding

Neither law enforcement nor child welfare personnel wewble tosubstantiatéhe allegations of sexu
abuse and the reports against both peajpmt were unfounded.

One mont h after t he reports wer e unfounded,
grandmot her where the girl was found dead.
covered with burns and breis which her grandmother claimed the girl had inflicted upon herself,
autopsy performed by the medical examiner found the girl had suffered blunt force trauma, laceratiof
face, multiple bruises, and puncture wounds to her back, chest and abddime medical examiner al
identified other lacerations and fractures on her body as well as ligature marks on her wrists and anfj
girl 6s two male cousi ns, ages 12 and 9, wh o
deathhdescri bed to investigators how t hestcyhlielddr
including doing squats, pusip and being made to stand while holding their hands above their heads
extended period of time. The boys stated thalentey received beatings as punishment and gend
complied with the discipline forced upon them in order to bring it to an end, the girl often could not
the physical tasks and, as a result, was severely abused as additional punishmeny. sThedd at e
failure or refusal to perform the acts of discipline led to her being denied sleep, food oritagboys alsq
reported that the girl, whose urinary tract infection had potentially gone untreated, was frequently |
for wetting the bed, which included beimga de t o sl eep on the floor
told the boys the girl was fAbado for not fini

The boys reported the grandmother frequently bobhnglt gi r 1| 6s | i mbs and of't
the home, sometimes enlisting the boys to assist in restraining the girl, either simply as another §
punishment or in order to restrict her movement to facilitate further physical abuse.

The grandmother and father were both arrested and charged witthefirete murder. The grandmotheyg
currently awaiting trial. The father died of natural causes while in jail. The boys were taken into pr
custody and placed in a traditional tershome.

An OIG review of the actions of child welfare professionals during the investigation of the allegat
sexual abuse of the girl found an absence of an integrated effort between those involved which prey
development of a comprehersiv assessment of the girl és home
The lllinois Child Advocacy Statute created CACs in order to provide andigeiplinary and integrate
approach to child sexual abuse allegations. The purpose of thiselpjsdo provide involved child welfan
medical and law enforcement personnel with an opportunity to engage in collaborative daeislmg_l
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problem solving, system coordination and information sharing. Although various personnel were
certainaspects of the case, the sum of all pertinent information obtained during the course of the invg
was never compiled or shared with all those involved.

The primary child protection investigator assigned to the case failed to enter notes itdaeethrecord in
timely manner, entering almost all of her documentation on the day the reports were unfounded
interview with OlGinvestigators t he i nvestigatoroés supervisor
aware the investigator relguly entered her notes into the record at #émel of the investigationsften
requiiing corrective supervisory interventionVhile the investigator spoke with the doctor who reported
examwas normal,thenvesti gat or f aiférensicmedizal recerdswetistiie day bhe claog
the case Upon receivingthe recordst he i nvestigator | ooked at t
exam was normal, not noting information suggestivénfifcted injuries. Furthermore, Ol@wvestigdors
found the investi gat or Oasschootdumsslor bwecentmeaenanie @rdvided ava
t hat of a counselor from a different school

counselor and the counselor from titeer school denied ever having been contacted by the investigato

OIG RECOMMENDATIONS / 1. The child protection investigator should ke disciplined for
DEPARTMENT RESPONSES falsifying a contact rote documenting that she spoke with thq
school counselomabout the girl.

The employee was discharged.

2. The child protection supervisor shouldbe disciplinedf or f ai l i ng to corre
of failing to enter case notes in a timely manner.

The employee received aday suspension.

3. The Child Advocacy Centes consent forms should includ the Advocacy FRamily
Advocate.

The Department has discussed this recommendation with the Child Advocacy Centers (CAC) in thi
and they agree. The CACs did, however, assert that the CACs are not responsible for collecting {
medial evaluation nor are they responsible for ensuring the information is received by D@& $ispecto
General is currently in continued meetings with the Child Advocacy Centers Advisory Board regarg
acceptance of this recommendation.

4. The Child Advocacy Center Advisory Committee should request that medical clinics that are €
locatedwithin Child Advocacy Centers include body chars or photographs todocument anyobserved
injuries and if the injuries may be suggestive of abuse, will ensure that thehild is questionedj
separately from caretakers.

The Inspector General is currently in continued meetings with the Child Advocacy Centers Advisor
regarding the acceptance of this recommendation.

5. The Child Advocacy Protocol should be amended to ithede questionsdetermining whether the
child victim is, or has recently been involved in counseling. Intake procedures should include verl
contact with ongoing or recent counselors to learn all information that may be helpful in assistin
criminal or child protection investigators or medical personnel, advocates and mental heall
professionals in their treatment of the child or adolescent.
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The Inspector General is currently in continued meetings with the Child Advocacy Centers Advisor
regarding lhe acceptance of this recommendation.

6. As a member of the Child Advocacy Advisory Board, the Department should suppo
implementation of the above procedural recommendations.

The Department agrees. The Depart maenpleniestation efring
recommendations.

7. The c o u s currentotherapist should contact the previous counselor. The Department shou
explore using the previous counselor as a continuing resource for tkeusinsas they continue to attend
school.

The childen have been returned to their mother's home. The new caseworker and supervisor were
and made aware of this recommendation. The previous counselor's contact information has been p
the children's current therapist, with consents selcuihe therapist agreed to contact and consult witly
previous counselor regarding both children.

8. The Inspector General reiterates the prior recommendation from the OIG death investigation, #1]
2542:

The Department should use this Report and OIG Repdr#09-0231 as training tools for
management to address with child protection supervisors the risks associated with har
punishment and the need for thorough investigation of such punishment.

This training will be incorporated into the training schedule begin in January 2015 on the revision
Procedures 30@Reports of Child Abuse and NeglecThis training will be conducted between January 2
and June 30, 2015.

9. The Child Advocacy Center director should implement a corrective action plan withtthe involved
physician for (1) failing to interview the child or ensure she was interviewed separately from th
caretaker upon observation of suspicious marks; and (2) failing to document the dimensions of injuri
in the medical record and complete a bodghart or photograph the injuries.

The Office of the Inspector General shared a redacted copy of the report with the involved Child A
Center. The involved medical providers were advised of the findings made in the report.
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DEATH AND SERIOUS INJURY INVESTIGATION 2

ALLEGATION A three yeawld girl died and her nine yeatd brother was severely injured aff
thar fat her doused himsel f, the chil

lit them on fire. The father and mother were also killed irblage. At the time of the firghe childrerwere
in foster care with their maternal aunt following a previous thmedeby the father to the mother to K
himself and the children in the same manner.

INVESTIGATION The familyds i nvol ve asanitiatedthree rhonthsipror
the deathsfollowing a lifet hr eat eni ng event at t
contacted police to report the father had demanded she not leave to go to work and threatened thay
he would set himself andthewp | e6s two children on fire. T h
we nt to wor k, but after arriving and i nfor mi
contact the authorities. Police responded to the home and detecteagasstiell of gasoline emanating frg
the apartment and heard children crying and coughing inside. Officers attempted to foreacattyostag
situation ensuedPolice then evacuated the-@6it building, established a perimeter and begagotiating
with the father in thénostage situation. After several hours the father was persuaded to release the
and was ultimately taken into custody. Upon entering the apartment firefighters found the bathtub fil
gasoline. The boy told authorisigheir father had put him in the tub during the ordeal and police not
socks were wet with gasoline. The father had been observed smoking cigarettes while at the
speaking with police during negotiations and fire officials stated that gieefotin gallons of gasoline thg
drained from the bathtub, a single spark could have ignited the entire building. The mother rep
authorities the fathdnad serious mental health issulea] stopped taking his prescribatkedication and haj
been reglarly using PCP.

The father was hospitalizefbr psychiatric treatment and assessment, andcliildren were taken int
protective custody by the Department and placed in relative foster care. A child protection investig
opened against the fath@nd the mother for leaving the children with the father in the wake of his thre:I
behavior and her knowledge of his drug use. The mother told the assigned child protection investi
father had threatened her life during the previous yeasbhute bel i eved, Ahe wa g
was a good father and would never hurt the children. The investigator also spoke with the maternal
reported a domestic abuse incident between the couple six years earlier but stated she bbdemesd an
abuse or neglect towards the children. In an interview with the OIG, the child protection investigatd
she believed the maternal aunt was a good placement choice for the children because the aunt hadj
opinion of the fatheand the investigator did not believe she would allow him unsupervised contact wit
after he was released from the hospital. The investigator completed a Child Endangerment Risk Ag
Protocol (CERAP) determining the children to be unsafe andbseguent court order required the paren
be supervised by Department personnel or their designee when they visited with the children.

Despite the severity of the fatherés threats
from police and fire department personnel, prosecutors declined to pursue criminal charges agairse
involved legal professionals were subsequently disciplined.

On the date the mother first appearedaartthe father was not presexst he had bedmansferred to a statq
operated psychiatric hospital from the facility where he had initially been taken following the inGide
fatherds hospitalization prevented him from

to face chargeef Aggravated Assault of a Police/Sherriff Employee related to an earlier confrontatiof
law enforcement personnel. Two weeks after the hostage situation, the father was discharged
hospital. Upon discharge, the father received a prescrigto a twoeweek supply of medication ar
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instructions to obtain aftercare serviéesn a local mental health center

lllinois Administrative Code requires stabperated facilities to coordinate discharge planning with afte
providersandtotake at i ent sd6 known substance abuse into
a community aftercare appointment until after the father was discharged and were unsuccessful in a
contact him by phone. Neither the Department nor theatgriagency providing services to the fa
participated in the fatherods discharge planni
health clinic for aftercare. In addition, no coordination occurred between the mepand thdllinois
Division of Mental Health to ensure the father complied with his aftercare program. In an interview

Inspector General stafin @ministrator with the Divisioro f Ment al Heal t h st ;]
participation in services danot been ordered by the court they were powerless to compel him to com

the discharge plan. The father never participated in aftercare services.

Two days after the father was released from the hospital he made his first appearance in Juwénikeng
order was entered for the f athbsteagedneidem dasgitaidatidd be
provided to the court, however they were only to be used by attorneys involved in the Juvenilf
proceedings. The child protectianvestigator was present in court but did not interview the father or g
his consent to obtain his mental health records. Although the father had threatened the lives of I
members and held his children hostage in a volatile and dangeroti®sjttiee court granted him supervig
visitation with the children rather than prohibiting contact or ensuring it took place in a cory
environment. Any contact between the father and the children was to be supervised by Department

Two months after the hostage situation occurred, the child protection investigator indicated the hotlir]
against the father for Substantial Risk of Physical Injury/Environment Injurious to Health and Wel
Abuse. The mother was also indicated figk of harm.The investigator closed the case without ever haj
obtained the fatheroés ment al health recor dsand
had failed to attend. An Inspector Geneealiew of records from the statgerated hospital and a counsel
center where the children were interviewed following the incident identified notes the organizatig
attempted to contact the investigator but were unable to leave messages because her voice messg
was full.

The private agency caseworker assigned to pr
the children, which initially took place in a local restaurant. The father requested for visits to take pla
home of t he a grandnobthes whérs he fived, lrowaver the caseworker documented she

feel comfortable conducting visits in that e
held at the home of the paternal graotmer. In an interview withnspector General investigatorthe
caseworker stated the childrenb6s maternal aun

grandmot her s home.

Upon having the children placed in her home the maternal aunt requested dayssaecasshrough thj
County Office of Child Development, however a period of 87 days elapsed before even partial apq
services was granted. During the course of conducting this investigatibrspieetor Generatenified the
approval process as antdatedsystem requiring duplicative efforts by multiple levels of staff and an ab
of coordination between workers. The unwieldy bureaucracy of the daycare approval system
guaranteed services would be greatly delayed

While the Departmenis legally responsible for ensuring children in its care are provided with educa
services, the three yeald girl was never enrolled in an early childhood program after being takeq
temporary custody. Furthermore, there was no communicatiovebn involved child welfare profession
and staff at the school the niney@at d boy attended. I n an inter
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that his mother usually picked him up from school unaccompanied by another adult, despite temead
her contact with the children be supervised by a designee of the Department. The teacher stated shd
had any contact with the maternal aunt or the caseworker and had been unaware of any restrictiong
parental contact with the chileh.

Threeaneesh al f mont hs after the father had threat ¢
broke out at the home of the paternal grandmother. While the mother and the children were staying
father at the homen violation of the court visitation ordehe doused all four of them with an accelerant
lit the family on fire. The father, mother and three yaldrgirl all died as a result of their injuries. The nf
yearold boy survived the blaze despite sufferingnsuto 35% of his body. During the subsequ
investigation, the maternal aunt stated she understood the provisions of the parental visitation orde
the mother to be supervised by an adult while with the children and that she believed thégratetnsothey
was suitable to perform that function. After spending five months hospitalized for treatment of his b
boy was released and placed with his pateaunt

OIG RECOMMENDATIONS / 1. As part of the temporary custody screening process, chil
DEPARTMENT RESPONSES protection will notify DCFS Office of Legal Services and DCF
Clinical of high risk cases such as those where a parent h
demonstrated dangerous behavior as abduction; torture; threats to kill with plan; or taking children
hostage and cases involving severe mental iliness

a. Upon notification, DCFS Clinical will initiate an emergency clinical staffing within 5
working days, including all relevant parties and records, and

b. Authorize a specialized integrated assessment.

Department Procedures 30Rgports of Child Abuse andeglect is on target to issue final policy i
December 31, 2014. Procedures 300 policy training is planned for the period January 1, 2015 to
2015. This training will reinforce caseworker and supervisor camgdi with the policy revisions.

DCFS Clinical will provide an emergency clinical meeting within 5 working days upon notification
Child Protection (CFS 399 Clinical Referral Forn). The meeting will include all available relevant par
and records. It will also include authorizatifm a specialized integrated assessment. A follow up me|
with all relevant parties and records will occur within 30 days of the commencement of the spe
integrated assessment. The specialized integrated assessment will be completed by anQRISW,PhD
that has a minimum of 3 years of mental health experience and the screener will be supervised by
LCSW who has a minimum of 3 years of mental health experience.

2. When a parent has exhibited such dangerous behavior as abduction; torturéhreats to kill with

plan; or taking the children hostage, and the Department has made a Critical Decision to substantia
restrict visitation, the Department shall file a Visitation Plan with the Court and Parties within 10 dayd
of the Department beingnamed as Temporary Custodian in accordance with 705 ILCS 405/20(2).

The Visitation Plan shall comply with the requirements of Appendix A to Procedures 301 and shd
clearly state the reasons for the restriction and shall include 1) supporting documerian such as policg
reports, psychological or psychiatric reports or case notes documenting observations and 2) a staten
that the Department intends to share information on the restriction with necessary persons, such
school , dayc arpediatdcrell t he chi |l dés

Department Procedures 30Rgports of Child Abuse and Neg_]lets on_target to issue final policy i
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December 31, 2014. Procedures 300 policy training is planned for the period January 1, 2015 to
2015. This training will reinforceaseworker and supervisor compliance with thécpaokvisions.

Department Procedures 3Permanency Plannings underway and still in the content development stg
Anticipated training and procedure roll out is July 2015.

3. The Department shall train front-line staff on the creation and use and filing of the restricteq
Parent-Child Visitation Plan above including the use of visitation centers when necessary a
procedures for accessing and reviewing any restrictions imposed by criminal court as a dition of
bond.

Department Procedures 3F¢rmanency Plannings underway and still in the content development sta
Anticipated training and procedure roll out is July 2015.

4. If any Party objects to any part of the Visitation Plan filed in the Juvenle Court, DCFS Office of
Legal Services shall request that the matter be referred to the Juvenile Court Clinic.

Department Procedures 3Fermanency Plannings underway and still in the content development sta
Anticipated training and procedurellrout is July 2015.

5. When a parent has exhibited such dangerous behavior as abduction; torture; threats to kill wit|
plan; or taking the children hostage and the court permits visitation, such visitation should always be
a DCFS office, court or a vidiation center.

Department Procedures 3Fermanency Plannings underway and still in the content development sta
Anticipated training and procedure roll out is July 2015.

6. Court ordered restrictions on parental contact, such as supervised visitatin, with children in foster
care must be communicated to childrends schid
develop procedures for notification and include them in the parent/child visitation and educatio
procedures.

Department Procedures 3P ermanency Plannings underway and still in the content development sta
Anticipated training and procedure roll out is July 2015.

7. Quality Assurance should review the Office
to make it more eficient.

Quality Assurance has initiated the ymlanning phase of this review. Scheduling conflicts necessy
pushing this review into the 3rd quarter of FY15.

8 The <child protection investigatoros curr eln]
voicemail box is a chronic problem and if so, she should be counseled.

The employee's voice mail was reset and is functioning.

9. Consistent with the intent and spirit of the Division of Mental Health discharge planning (1L
Administrative Code Title 59, Section 125.50), Department Rules and Procedures should require DC
workers to contact staff at psychiatric facilities prior to the discharge of any involved family member
to communicate concerns or issues known to the Department and to monitor complawith dischar%
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recommendations. In cases in which the patient has already been discharged, the Division of CJ|
Protection must obtain complete psychiatric records, including any discharge recommendations, a
follow-up with community providers identified. If the facility becomes involved during the pendency g
a placement or intact case, the worker should seek the consent of the involved family member in org
to receive records and monitor compliance with discharge recommendations.

Department Prockires 300,Reports of Child Abuse and Negleid, on target to issue final policy |
December 31, 2014. Procedures 300 policy training is planned for the period January 1, 2015 to
2015. This training will reinforce caseworker and supervisor tiamge with the policy revisiong
Department Procedures 31%rmManency Plannings underway and still in the content development sta
Anticipated training and procedure roll out is July 2015.

10. DCFS Clinical should consult with the Division of Mental Health to develop a system o
coordination with DCFS and DMH for identifying whether a patient is DCFS involved, and, if so
contact information for discharge staffing coordination.

Health have developed an initial process of coordination between DCFS and the Division of Ment
(DMH) in situations in which a DMH patient is also DCFS involved. However, that process has not
institutionalizd.

DCFS Clinical Deputy Director and Executive Director for Region Oner@lefdr the Division of Menta

11. This report should be shared with the private agency that provided services to the family fg
management of future cases involving parents with severe mental iliness.

The Office of the Inspector General shared a redacted copy of the report wjitiviite agency and t
agency's Board of Directors. The Inspector General met with agency management and a represent
the Board of Directors to discuss the findings in this report and the agency's management of futg
involving parents witlsevere mental iliness.

12. This report should be shared with the Judge and officers of the court involved with this case.

DCFS Office of Legal Services shared this report with the Judge. The Judge will share the report
officers of the court involveéin this case.
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DEATH AND SERIOUS INJURY INVESTIGATION 3

ALLEGATION A 19 yearold girl died of undetermined causes while placed in a residential fal
The girl had medical diagnoses of Type 1 diabetes, asthma, left dysplastic
hypertension and aifa heart murmur. The girl was a ward of the Department at the time of her death.

INVESTIGATION Af t er having been removed from he
sexual abuse of her two older brothers by a member of the householdq

moved through mtible foster homes over the course of five years before being returned to the custo
father. Following her return to the family home in a rural area, the girl began exhibiting behavioral p
including physical attacks against her brothers. age 10 she was diagnosed with Typdidbetes. Afte
beginning treatment for the disease, the girl intentionally overdosed on insulin and continued to den
disruptive and injurious behavior that resulted in her being psychiatrically hospitidiretimes within ond
year. Following a fifth psychiatric hospitalization when she was 11, her father stated he was unable\l

his other children from her behavior in the home and refused to accept her upon her dischar
Department acceptedigrdianship and placed her in the home of her aunt, however she was remo
three days in response to her destroying furniture in the home and refusing to eat or take her insulin.

The then 11 yeanld girl was placed in a residential facility umdewaiver granting her acceptance into
program designed for children over the age of 12. The girl lived at the center for four years and conj
exhibit the same patte of behaviors resulting imore than 30 hospitalizations during that perivdhen the
facility closed when she was 16, the girl spent 1 year in a similar placement where she was aggressiy
other residents and frequently cut herself with sharp objects. The girl also displayed suicidal §
through attempts at sedtrangulation and repeatexlf harming via insulireither by refusing to take h
insuinor i ntentionally overdosing. The girl ds d
structured environmenghe was transferred at age 17 to a radidetreatment center.

During the year the girl lived at the treatment center she was the subject of 125 Unusual Incideng
(UIRs), of which almost half were related to her refusal to comply with her insulin treatments. Her ag
behavior ale continued, resulting in numerous instances of serious physical attacks on staff mj
suicidal gestures and attempts to run away from the facility. Seven months after the girl was plac
treatment center, the girl and another female residentwds not diabetic intentionally overdosed on
girl 6s insulin while on a group outing. Dur {
was learned the staff member supervising the outing had improperly allowed the girl teehaoldutin in
violation of center policy. Although some residents were permitted to be responsible for the
medications the girl was not allowed to possess or administer her insulin unsupervised becaug
volatility and extensive history of iméionally overdosing. The resident who took the insulin along with
girl told investigators the two injected themselves after the resident told the girl she felt like killing her
the aftermath of the incident, the center fired the staff membersupervised the outing.

Within months following the suicide attempt,

behavior, noting greater engagement in counseling sessions and an absence of psychiatric hospi
While she vas frequently absent from school, which was located within the same building where shy
for behavioral reasons, teachers were able to meet with her and conduct lessons in the residential
center. Staff noted that even with highly indivedimed support the girl performed poorly in school and
she would require assistance dealing with a situation involving larger class sizes and increased eq
demands.
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As a result of the girl és i mprrestribtimeggnvinoanheat.v[buetotll
girl 6s extensive history of misuse of her i nf¢g
maintained with her father and one of her brothers, it was recommended she be transferred to a
closer to her f ami | y-8it mddicanmre antd supervisianu Ulttnateyr howeived
girl was placed in a residential faciligpproximately 120 miles from her hormean urban area that did r§
have medical personnel on sitén an interview with the OIG, a Department placement administrator S
there was only one facility in the area cl ofg
contracted by the Department to provide care to female wards. The plaeeiménistrator stated the facili
refused to accept the girl based on the high level of supervision her medical care required. The OIG
t wo other facilities approximately the same
senices for females, though they did not have existing contracts with the Department. In correspj
with the OIG, executives from both facilities stated their organizations had experience providing care
teens experiencing similar circumstanceshe girl.

Foll owing her transfer to the new facility t
either hospitalized or on run from the facility approximately 70% of the time during the 8 months she
there. In contrast tthe highly structured environment she had left, the new facility required residents t
the building during daytime hours on weekdays with the understanding they would matredioown tcfnl
school or work. Because the new facility had rmmn site medical staff the girl was responsible
management of her diabetes managemesStaff relied upon the girl to monitor her own blood sugar Ig
and provided her with insulin when she asked for it, which she was then allowed to administer tqg
without supervisionBecause of frequent hospitalizations and being on hangirlwas enrolled in a publi
school pending her IEP evaluation. At the public school the girl was withoutaaigjtional support
allowances being made for her educational oafiehal limitations.

Two days after the girl began classes at her new school, her caseworker attempted to transport he
following a medical appointment. The girl expressed anxiety about attending and stated that if
dropped off there shawoul d run away or , il w spkent time with rthe ai
deescalating and calming her. After talking the girl deciaegdo the library Later that afternoon the c
worker again met with the datherlThe workeetgld |G imwkstigatork t&
the girl appeared happy and invested in future plans. That evening the serkan email to staff at the nq
facility describing the girlds behavi ordemoredelf
harmingstatements to staff at the facility regarding anxiety, depression related to her situation with hg
and insulin relateduicide plans. In interviews with the OIG, staff from the new facility stated they hadj
notesintheiher nal el ectronic system regarding the
bet ween workers on the overnight shift to di
made to contact medical professionals.

The next moning, a staff member found the girl unresponsive in her bed and she was pronounced de
scene. Results of an autopsy performed by the county Medical Examiner were inconclusive and &}
death could not be established. Toxicology tests didmow the girl had an elevated insulin level, howg
it was noted that insulin is a hormone and does not maintain measurable levetopost e m. T hy
was ruled undetermined.

OIG RECOMMENDATIONS / 1. The Department, the Division of Mental Health and thd
DEPARTMENT RESPONSES Illin ois State Board of Education should collaborate to shan
local community focused resources for lllinois children and
adolescents requiring intensive psychiatric services including outpatient,ihome and residential care.
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Coordination of work continuestwwvihi n t he Governor 6s Office He al
multi-agency committee composed of representatives from DCFS, the Department of Mental Health
and the Department of Health and Family Services (HFS).

2. The Department should tilize the resources identified through the interagency collaboration i
recommendation 1 (above) to develop individualized contracts or amend existing contracts why
necessary.

The Department agrees. Appropriate staff have been informed and wile éndividualized contracts a
developed on a case by case basis in conjunction with the Department of Mental Health (DMH), llling
Board of Education (ISBE) and other agencies.

3. The new residential facility must implement a more efficient andfective communication system tq
convey critical information to residential staff. Any such information should result in a supervisory
plan of action.

The Office of the Inspector General shared a redacted copy of the report with the private ageney
agency's Board of Directors. The Inspector General met with agency management and a represent
the Board of Directors to discuss the findings in this report and the agency's implementation of
efficient and effective communication systemcbnvey critical information to residential staff.
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DEATH AND SERIOUS INJURY INVESTIGATION 4

ALLEGATION An eight montkold boy drowned after his father left him and his two yadr
brother unattended in the bathtub in their home. A child protection inagstiq
involving the family was o0pene dnintactfamily sewinesdse wag
still openat the timeof thedrowring.

INVESTIGATION The initial child protection investigation was opened after the mother repj
being punched irhe face repeatedly by the father during an argument. The
fled the home before police arrived and officers were unable to locate him. Police issued a warrar
fatherdos arrest, which included amual &rt The
an Order of Protection which was granted by the court, barring the father from having any contact §
When visited by a mandate investigator the day the Order of Protection was entered, mother state
been holdindher infant son when she was struck by the father and related three previous incidents of
violence when he had physically abused her. The following day, the mandate investigator complete
Endangerment Risk Assessment Protocol (CERAP)méten i ng t he chil dren t

volatility and history of violence toward the mother in their presence. He developed a safety plan
upon enforcement of the Order of Pr ot ecttoresideid
the home. The case was then assigned to a child protection investigator to conduct further assessr
childrenbés safety and the overall suitability

Although the Department requires unsafe CERAPs to bealested every five working days until 3
involved children are assessed safe or taken into custody, the child protection investigator had no co
the mother or the children until one month after the hotline report was made. When the inveditig
finally meet with the mother, she focused solely on the incident that brought police to the family hd
did not inquire about the previous incidents of domestic violence the mother had reported. Thdg
informed the investigator the Order ofoRrction against the father had expired because she had mis{
court date when it was to be renewed but stated her intention to have it extended. The mother said
had only come to the home once since the hotline report was made and thap ezl dff clothes for thj
children but she did not permit him inside. The investigator completed a new CERAP determir]
children to be safe and told the mother she wanted to speak with the father prior to the mother allowit
have any contaatith the children and noted the possibility of arranging supervised visitation for him.

Five days later the investigator spoke to the father and arranged to meet with him the following week
day they were to meet, the father called the investigamo told her he was at the family home. 1]
investigator went to the home and met with both parents as well as the children who were also preg
father acknowledged striking the mother during the argument that prompted the hotline reportealsiolg
was holding the baby at the time and stated it was the first incident of domestic violence between thy
mother told the investigator she intended to reconcile with the father and would not pursue an extens
Order of Protection. Thenvestigator completed another CERAP determining the children to be safd
same day, the investigator requested a Law Enforcement Agency Database System (LEADS) chdg
father. The results of the LEADS check showed the father had an extensiwgalctinstory includin
convictions for assault and weapons charges
warrant for domestic violence was outstanding. The investigator did not include information regar
warrant or the alelih the case record. In an interview with the OIG, the investigator stated she obse
father to be an appropriate caretaker and had no concerns regarding his care of the children. The i
said she did not pursue the issue of supervisethtii for the father since the couple planned to reco
and the mother did not intend to extend the Order of Protection.
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interview with the @ G, t he i nvestigator stated t hat a l
domestic violence specialist in the past, she did not do so in this case. The investigator stated s
deem it necessary since the couple would be referred to fatady services as a result of the indica

Two months after the hotline call was made, the investigator indicated the report against the fathel

report . The investigator closed the case W
supervisor waived the Department requirement to do so. The investigator told the OIG the parentsal
provide any coll ater al contacts and the chil (

not seem receptive to conversation. The investigator stated she believed it would be a b
confidentiality t o ssgigkbarg although depsrtment Rule hllews forangighbg
be used as collateral contacts in the interest of obtaining necessary or pertinent information.

Although a case for intact family services was opened in the wake of the indicated repompthedizbnofy
receive a referral until six weeks after the child protection investigation was closed, 14 weeks after t
hotline report was made. After the referral was made the parents avoided and ultimately refused to {
inthedomestiw i ol ence, anger management or couplesbd

after the intact family services case was opened, the mother began attending classes four days a we
the father home alone to care for two children undeagfeeof two. Staff from the private agency design
to provide intact services failed to adequately assess safety and risk concerns inherent in the newj
arrangement or identify means to provide the father with supplementary instruction oit.suppatdition,
all involved child welfare professionals were aware the family did not have a crib for the baby, how]
one ever availed themselves of those provided by the Department to ensure the baby had a safe pladg

Two months after thitact family services case was opened, the mother returned home from class to
father in the living room while the two children were in the bathtub together. The mother ente]
bathroom and discovered the baby floating in the tub. The Wwabytaken to a hospital emergency roon
cardiac arrest and was later pronounced dead. The father told police that after the baby soiled his
decided to bathe both children, ran water and put them in the tub. After checking on them ondtett
estimated he left the children unattended for 15 to 20 minutes before the mother arrived home. The ff
subsequently convicted of Endangering the Life or Health of a Child and sentenced to 30 months i
The two yeawold was removed fronh i s parentséo home and plac]
grandmother. The mother has participated in counseling services and parenting training. She co
have visitation with the boy with the goal of him being returned to her custody.

OIG RECOMMENDATIONS / 1. The child protection investigator and the child protection
DEPARTMENT RESPONSES i nvestigatorés supervisor sh
() immediately access a pachk-play for a 16 weekold infant;
(b) failure to conduct collateral interviews in a domestic violencease; (c) failure to monitor the safety
plan; and (d) for terminating the safety plan without obtaining the police report and conducting &
timely LEADS history check, which would have informed them there was an outstanding warrant foj
the father.

Both empbyees received a 3 day suspension.

2. This report should be shared with thdormer private agency intact family services caseworkewho
is now a DCFS child protection investigatorand her current manager for supervision purposes.

The manager reviewete report with the investigator.

3. The child protection investigatorf)s Super
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Coordinator for training purposes.

The domestic violence program within Clinical provided the recommended trainihg supervisor and hq
team.

4. This report should be shared with the private agency for the purpose of developing a systemy
ensuring that intact family services workers (a) have immediate access to paniplays for their clients
and (b) have a morerinmediate service referral process when domestic violence is present.

The Office of the Inspector General shared a redacted copy of the report with the private agenc
agency's Board of Directors. The Inspector General met with agency managemantepresentative fro
the Board of Directors to discuss the findings in this report.

5. Private child welfare agencies providing intact family services should have at least one paclay
on hand that can be distributed to families on an emergency k& until a crib can be accessed.

Language has been incorporated into the draft revisions of Department Procedures B@2a&8Bamily
Services
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DEATH AND SERIOUS INJURY INVESTIGATION 5

ALLEGATION A five monthold girl died of asphyxiation after being sthered by her father in th
presence of her mot her . Two weeksSs
investigation involving the family had been unfounded.

INVESTIGATION The familyods i nvol vement with the
yearold half brother transferred to a new school. On his third day of class, th
drew images with a red crayon on white paper and stated it was an image of blood he had to clean u
The boy also reported he had previously broken his collarbone @andnmating blood. Three days later,
boy was observed to have bruises and abrasions to his face, neck and arm. The next day the boy b{
school and when he was informed he would be able to go home he expressed fear and stated he d
to go. A hotline report was made and a mandate investigator attempted to visit the family at their h
found no one present. A second mandate investigator placed a call to the reporter but did not re
The second mandate investigator alscumented that a search wamductedn the State Automated Chil
Information System (SACWIS) database and naétedneither parent had a history ioilvolvement with the
Department, when in fact the stigther did have prior involvement with a diffeterhild. The report was
then transferred to a child protection investigator to pursue the allegations.

Despite the safety factors apparent in the b
establish contact with the family, the @hiprotection investigator did not observe the boy or meet wit
parents until two months after the hotline report was made. During that time period, the investiga
two unsuccessful attempts to visit the family at their home and mailed a detter tesidence. Later in t
day of the investigatords second unsuccessful
call was made, the mother called the investigator and reported the famiysitiag family in another statd
Themot her stated the boy had psychol ogical i S8
put on a waiting list for counseling services. The mother denied the allegations of physical aEI
provided the name of the childrends physicia

The investigator contacted the childrends ph
had never examined the baby girl. The physician requested that the investigator ask the mother to s
appointment for all three ofthecdup 6 s chi | dr en. chidrprotécticBcase ﬁle/fbuao\m]
medical records or requests for medical records. In an interview with the OIG, the investigator st
medical records are usually only requested in cases of medical negletteaoaduld not recall attempting
obtain them in this case. An Ol G review of
hotline report, the six yeaild boy had been brought to a hospital emergency room and found to §
broken ollarbone. The boy was accompanied by his maternal grandfather who reported he had bedq
while playing with a friend. The medical records also showed the then 18olkebkby girl had only beg
seen by a doctor once since her birth.

Two months #&er the hotlinecall t he i nvestigator visited -persen
contact with the parents and children. Both parents denied any physical abuse of the children as
substance abuse or domestic violence issues. atents stated they had been visited by police offi
shortly after the hotline report was made but that they found nothing and informed them the case
closed. The mother again told the investigator the six-giglaboy had behavioral issues thatolved
describing and depicting frightening 1| mager
mat er nal grandmot her who reported no concer
traveled from out of state every weekdagrovide respite.
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The following day, the investigator unfounded the report against the parents and closed thibeaksg. the
investigation was closetthe investigator msuccessfly attempedto contact thepolice officer who had beg
involved withthe law enforcement restigation of the allegations but was told the police officer would n
in until the next day. The investigator learned that the police had unfounded its investigation a mont
Also the day the investigation closedeg timvestigator completed a Law Enforcement Agency Dat
System (LEADS) check of the parents. The LEA
parent, had an extensive criminal history including convictions for assault, invasion ofypenad
obstruction of justice. On the day the case was closed the investigator also made her first attempt
personnel from t he boy 6Whilesthe lineestibation tvas still peadsigadischeal
personnel been contactedetimvestigator would have learned thia¢ boy again came to school witlkew
marks on his face and an ear bruise, which school personnel had photos of and a detailed timeline
In addition, the investigator would have learned that the boy veafufef his stegfather. In approving the
unfounded report, the investigatords supervi
without required contacts having been made.

Two weeks after the report was unfounded, paramedics weeedtallt o t he f ami |l yb6s
monthold girl stiff and unresponsive. Upon arriving at the hospital, the mother offered conflicting ag
of what had occurred in the home while the father stated he had no memory of the previous (2od.
The girl was found to have multiple head injuries including skull fractures and severe brain swelling
prolonged lack of oxygen. The baby girl was unable to recover from the trauma and died as a res
injuries. A SACWIS check condugte i n conjunction with the bal
been indicated for Burns by Neglect five years earlier to a then tweolgeapn with another woman. In

interview with the OIG, the child protection supervisor who performed thiéyeoSACWIS check explaine
she had wutilized a fApersonod s e ardatd methadt thh ebtain t
information.

The mother and father eventually confessed to police that, after a night of heavy drinking by both pag
fat her had held his hand over the babybds mou
ignored the baby until finding her unresponsive in the morning but delayed in contacting paramg
medical assistance. The parents were arrestéctlaarged with murder. The six yedd boy and his twg
yearold brother were taken into custody and initially placed with their maternal aunt, however the
removed from her custody after she received death threats from the maternal grandpamthts asldtives
The boys were placed in a shelter, however the six-gldarwho reported having witnessed the fa
smother the baby girl, was removed after attempting to suffocate his younger brother. The-clist
psychiatrically hospitaliz& and was later moved to a residential treatment program. The twolgleanas
placed in a traditional foster home.

OIG RECOMMENDATIONS / 1. The child protection investigator should be disciplined for
DEPARTMENT RESPONSES her failure to interview the child, who was accessible at school,
a rea®nable time period; and for waiting to request acriminal
history (LEADS) check until the day the investigation was closed.

Discipline of the employee is pending as the employee is on a leave of absence.

2. The child protecti on ouldbedstipglingdforder Giture 0 emsere thai
the six yearold boy was seen in a reasonable time period and for her failure to ensure that t
mandated reporter was interviewed prior to closing the investigation.
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The employee received aday suspesion.

3. The Department should clarify in its Proced
checks in SACWIS. This information should be incorporated into training.

The recommendation has been incorporated into revisions to Department Resc@@ilReports of Chilg
Abuse and Neglectvhich is on target to issue final policy by December 31, 2014. The recommendati
also be incorporated into the Procedures 300 policy training which is planned for the period January
to June 30, 2015This training will reinforce caseworker and supervisor compliance with the policy revi

4. This report should be used as a case study with DCFS Chicago Police Department liaisons andj
Chicago Police Department coordinators to address future collalvative efforts between the Chicagq
Police Department and DCFS.

The Department's quarterly meeting with the Chicago Police Department Coordinators was attendeq
Commanders from each area and area coordinators from areas south and central. cidu Inesgeecto
General report was reviewed with emphasis on better outcomes and dewsgiog for both entities wheg
there is clear and consistent communicatidhe Department, through its liaisons and SCR, will assist
in determining if a family haopen involvement with DCFS.

OIG Update: According to the DCFS Chicago Police Department Liaisons, while communicati]
improved with Detectives investigating major crimes, Child Protection Investigators continue t
difficulty accessingpatrol officers to obtain information about open investigatiofifie Inspector General
coordinating with the CPD Chief of Patrol to facilitate communicati@miweenpatrol officersand child
protection investigators

24 DEATH AND SERIOUS INJURY INVESTIGATIONS



DEATH AND SERIOUS INJURY INVESTIGATION 6

ALLEGATION A two monthold boy suffered a broken leg determined by physicians to be the
of physical abuse. Department child protection staff failed to fully asses
caretakers of the boy and his two ye#d brother while conducting their investigation

INVESTIGATION The two montkold baby boy was brought to a hospital emergency room bI
mother who reported swelling and redness in his left legayX of the baby foun

a Acornero fracture to his | eft f e murestoawoafhig rib§
While the femoral fracture and bruise were new injuries the rib fractures were estimated to have occy
weeks earlier. The mother was wunable to pro
staff that f e and the <childrends father were the

grandmother, who lived in the same building, sometimes provided care for them as well.

Later the same day, the mandate investigator assigned to the reporedlike baby at the hospital and tq
the two yeadold into protective custody, placing him in the home of his maternal aunt. When the b
di scharged from the hospital two days | ater

Two weeks afterhte hotline report was made, the mother requested that the children be placed wj
maternal grandmother, who lived in the same building as the mother and had been the primary car
the two yeaold since his birth. The investigator and hepeswisor agreed to the change in placemy
however medical staff from the hospital objected, noting that the grandmother could not be ruled
perpetrator of the injuries to the baby since she had occasionally provided care for him. When tiveafsy
informed by the supervisor of the hospital S
provided care to the baby, contradicting what the family had told the investigator. The children remj
the custody of the aunt.

Aftert he Department s Regional Medi cal Co-acsidentdl and
likely the result of physical abuse, the Department decided to take protective custody of the childrg
days later, after the family had been infedrofthatdecision but prior to the children having been taken
custody, the supervisor received a call from the maternaifonining her that the grandmother reportied
mother had signed a guardianship agreement granting custody of both ctoldhengrandmother. Aftd
speaking with the motherés attorney over the
grandmot her . The investigator é&yallowisguhe ehildven t® stag
with thegrandmother and indicating a report against the mother for Risk of téawivlating the safety pla
that placed the boys with maternal aunt

In an interview with OlG@nvestigatorsthe supervisor stated she was confused by the document prese
thegr andmot her but di d nQffite otLegaltSardcesoricdnailtative. pSaoter
guardianship orders are enft-court documents that do not supersede Department Rule and Procedu
original child protection investigation wagicated against both parents for Bone Fractures.

OIG RECOMMENDATIO NS/ 1. The investigative field should be trained that in cases wit
DEPARTMENT RESPONSES abusive injuries and multiple caretakers, the investigator mus
develop a timeline of caretakers during the critical period of
time in which the injuries could have been inflicted.
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A pilot training session is completed. The Department is planning for a statewide roll out in the first
of 2015.

2 The Department should overturn the mot h esaféty
plan by signing a short term guardianship document.

The Department does not agree to voluntarily overturn the indicated finéihmg Department does agree]
amend Rule 300 and/or Procedures 3R6ports of Child Abuse and Negleathichever is acessary, t{q
include a provision that will allow the Director to permit a late expungement appeal for good cause.

3. The investigator and supervisor should review this case, specifically with regard to their handlir]
of the short term guardianship document.

The report has been reviewed with the employees.

4. At the next Supervisor/Management Cook Child Protection Meeting, the field should receive
training surrounding the legal effect of Short Term Guardianship as well as a reminder regarding th
importance o developing a 72 hour timeline around inflicted injuries.

The Department's Office of Legal Services has conducted trainings statewide.

5. The Department should develop a training to focus on honing interviewing skills for child
protection, identifying critical facts and developing information early on regarding critical facts.

A pilot training session is completed. The Department is planning for a statewide roll out in the first
of 2015.
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DEATH AND SERIOUS INJURY INVESTIGATION 7

ALLEGATION A four month-old girl died of undetermined causes after being found unrespons
t he bed of her mot her . At the t
investigation of inadequate supervision by the mother of her four children was pending.

INVESTIGATION Three monthsfter the baby was born, the State Central Register (SCR) rece
report alleging the mother routinely left her four daughters, ages 10, 3, 2
months, home alone. The report also alleged the home was unsanitary and that the children 1
conplained of being hungry and that there was no food available in the house. The case was ass
child protection investigator who had recently been transferred to the position fromrevestigative unit o
the Department. The investigator comgéakcthe reporter and was told the mother repeatedly left the chj
alone inside the home while she was outside drinking alcohol and socializing with neighborg
investigator then went to the home but found no one present and was unable to reexthehen the phond
The investigator did not document any attempt to leave a written message for the mother at the resid

The investigator did not make another visit to the home until two weeks later. Department Pr
mandates that investigsgt s make a fAgood faith attempto t

subjects of hotline calls within 24 hours and to continue their efforts every 24 hours until contact i
Furthermore, investigators must pursue whatever steps are ngdassaler to establish contact and to m
with and observe potential victims of abuse and neglect. Although the investigator was aware of th
the oldest daughter attended and had spoken by phone with the father of the youngest two girlsios8
utilize either of these resources to see the children.

One week after the investigatords initial Vi g
to conduct searches of the Child Abuse and Neglect Tracking System (CANTS)eanalmtEnforcemen
Agency Database System (LEADS) to determine if the mother had any history of involvement with t]
welfare or criminal justice systems. Despite the fact the mother had been the subject of an unfound

report seven months prito the current allegation, an OIG review of the case record found no documg

of the previous investigation. The supervi s
home informing her of t heowbwrmasuthro@raspobdence veas utesd
the case file.

Six days after the investigatoro6s second at{

supervisor reiterated the need for the investigator to send a letter to the resideanentdnview with thd
OIG, the supervisor stated that although he conducted weekly meetings with his staff he was unawar|
the investigator ever completed her required tasks and did not address her failure to comply
directives.

Eightday s after the investigatoroés second attemp
County Medi cal Examiner reporting the babyobs
unresponsive after the two had been sleepingttiegén the same bed. Police who responded to the
found it to be in Adeplorabled condition wit

strewn about the house. The only furniture present in the home was mattresses an.thEhitoe was n
crib or separate sleeping apparatus for the baby. During the course of the subsequent child g
investigation it was learned the mother alwayslept with the baby and that the baby had never been
to a physician since leag the hospital following her birth. Although the mother provided the namsg
doctor she said was the childrends primary ph
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the children.

An autopsy found the baby suffered from contgneart disease which was identified as a contribd
factor in her death; however, the manner of death was classified as undetermined because the chilg
subjected to an unsafe sleeping condition (sharing the bed with her mother). The ctaldigon
i nvestigation initiated prior to the babyéob6s
the youngest two girls for Environment al Negl
the mother being indicadefor Death by Neglect, Medical Neglect, Substantial Risk of Physical Injury
Environment al Negl ect . The three older girl
relative foster home of their maternal aunt.

OIG RECOMMENDATIONS / 1. The child protectin investigator should be disciplined for
DEPARTMENT RESPONSES failing to timely assess the minors in accordance with Procedurel

300.50 (c),Initiation of the Investigation The discipline should
be mitigated by the fact the investigator had transferred to the Division of Chd Protection two weekg
prior to the case being assigned.

The employee received aday suspension.

2. The child protection investigatorés supe
investigator timely assessed the minors in accordae with Procedures 300.50 (c)initiation of the
Investigation

The employee was discharged.
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DEATH AND SERIOUS INJURY INVESTIGATION 8

ALLEGATION A nine monthold girl died as a result of massive brain swelling due to blunt
trauma. Six months prior thhte gi r |1 6 s deat h, her [ |
indicated report for physical abuse of the girl and risk of harm to her one and a hailfdyleeother.

INVESTIGATION The familyods i nvol vement with the
three monthsld after she was brought to a hospital by her mother and féth
an evaluation ofunexplained bruising and had demonstrated difficulty moving her right arm. The 1
stated the girl suffered from fispon ted ane oepostad th
couple had taken the girl to another hospital one week earlier to address the same condition
examination, doctors found that in addition to bruising the girl presented with multiple leg fracture
parents also reported tiper e vi ous hospit al had identified a
Given the improbability of seinflicted femoral fractures and oral injuries in a raombulatory infant, as we}
as the girl déds history otfailutetothrive, itreating physicians determiged §
injuries were most likely the result of physical abuse and a child protection investigation was opened.

While the girl was hospitalized the mother presented staff with numerous theories as ts tee cauf
injuries which were rooted in a host of diseases and maladies. The girl received hematology, n]

ophthalmology, radiology and genetic consultations, all of which failed to identify any biological ca
her injuries. Doctors red that the unexplained bruising did not occur in the hospital despi
administration of multiple, sometimes invasive, tests. A skeletal survey found two healing rib fracturg
the parents were unable to iesxpl ain. The girl

The children were taken into protective custody by the Department and the boy was placed in thg
foster home of his paternal great aunt while the girl was hospitalized. The court granted the
supervised visitation at the discretiontoh e pri vate agency assigned

release from the hospital after one we e ksjsterbTh§
parents were both indicated for Bone Fractures and Cuts, Welts asd<Bithe girl and Substantial Risk]
Physical Injury to both children.

An Integrated Assessment of the family was prepared while the child protection investigation was cq

and the screener r el i emkporsdoaconsttuy hbhponubhder paa
status. The screener did not obtain any of
i nformation being compiled by the Department
medical opn i on s and observati ons, the screener ac

cl aimed to have received from doctors providi
Assessment identified counseling for the pard¢atbelp them cope with the stress and disruption of
i nvol vement with the Department and their u nj
services. Though both parents had been indicated for abuse by the Department, thatrfecteflasted irf
the Integrated Assessment or the service plan.

The Depar t meMetidalsConRuttamt reportaMasompleted, three months after the girl was §
admitted to the hospital and one month after the child protection investigatiorlegsl, finding nd
bi ol ogi cal explanation for the infantés frac
investigator but was not forwarded to private agency staff or other involved professionals.

One week after tih@naDepMecﬂimaamltﬁﬁomsalgltant()s
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knowl edge of 1i1ts findings, the court held a
informed the parents had reached an egidwas ennabusg
minor and the boy was a neglected minor based ontharmoe i dent al nature of
of Protection was entered and the parents were permitted to return to the family home, thougksibie
was requiredd remain in residence for 30 days and the parents were to cooperate with services.

Three months after the parents moved back into the home, paramedics responded to an emergency
was unresponsive at the residence. She was transported titalhios critical condition and doctog
subsequently learned she had severe swelling of the brain and bilateral retinal hemorrhaging. Thd
also found to have bilateral bruising to her thighs which her parents attributeditdant seathowever
physicians determined the injuries were inconsistent with that explanation. The parents asserted the,
genetic condition that caused her to bruise easily but it was noted that neither chest compressions
nor the insertion of intravenomeedles left any marks. Four days after the girl was transported to the H
she was removed from life support and she died the following day. The mex@cainerr ul ed t
death a homicide. The boy was taken into custody and placed inrtteedf his maternal grandparents.
case is pending in juvenile court.

OIG RECOMMENDATIONS / 1. If a Regional Medical Consultant report is pending when(l
DEPARTMENT RESPONSES custody is taken of a child, the child protection investigator an
medical program coordinator should arrange for a plone
conference to review their preliminary findings with the placement agency supervisor. TH
Coordinator should ensure that the agency receives a copy of the report upon completion.

The recommendation has been incorporated into revisions to Departroeatilres 300Reports of Abus
and Neglectwhich is on target to issue final policy by December 31, 2014. The recommendation will
incorporated into the Procedures 300 policy training which is planned for the period January 1, 2011

30, 20b. This training will reinforce caseworker and supervisor compliance with the policy rev
Relevant language will also be incorporated into Department Procedure$ladément and Visitatio
Services

Regional Medical Consultant Programs will bdviaed to implement by February, 2015 and Departi
Operations and Contract staff will work to incorporate recommendations into the FY16 program p
each medical resource program.

2. If the child does not come into custody but an intact family casis opened while &egional Medical
Consultant report is pending, the Department should develop a mechanism for the medical progr
coordinator to convene a phone conference with Intact Family Services when a child remains in]
home. The Coordinator slould ensure that intact family staff receive a copy of the report upo
completion.

The recommendation has been incorporated into revisions to Department ProceduRep8@8, of Abus
and Neglecgtwhich is on target to issue final policy by December2f1,4. The recommendation will also
incorporated into the Procedures 300 policy training which is planned for the period January 1, 201§
30, 2015. This training will reinforce caseworker and supervisor compliance with the policy rey
Relevant language will also be incorporated into Department Procedure 30888, Family Services

Regional Medical Consultant Programs will be advised to implement by February, 2015 and Dej
Operations and Contract staff will work to incorporateoremendations into the FY16 program plans
each medical consultant program.
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3. The clinical screener completing the Integrated Assessment should be part of the case conferend
order to integrate the information into the assessment.

As part of theintake process for open placement cases, Integrated Assessment (lA) intake will inqu
whether there are any outstanding Regional Medical Consultant reports to ensure that this docume
incorporated into the Integrated Assessment. In casewhich a Regional Medical Consultant c
conference is pending, the IA screener will arrange to participate in the case conference in order to]
this information into the IA assessment. These additions will be made part of the Integrated &
intake protocol.

4. TheRegionalMedical Consultant Coordinator should ensure that child protection investigators andg
supervisors are notified of the date and time of staffings held in the partner hospitals that pertain §
their assigned investigatios.

The Department agrees. This process will be written into FY16 program plans.
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DEATH AND SERIOUS INJURY INVESTIGATION 9

ALLEGATION A one yeaiold boy died after suffering seizures related to low blsodium levels
The boyods mot h ededhbyanegledtanddrialougritionathd sheoneve
received notice of the indicated finding against her.

INVESTIGATION Two years after her two children were removed from her custody, the mothe
birth to her third son. Pr i rvolved wath
pre-natal care and was participating in counseling and parent coaching while working towards reury
with her older childrentherefore, the mother maintained custody of the third chifh OIG review of the
boyb6s medi c dthatwhiedho predentedfas gemerally healthy he was small in stature and \{
weight for his age. The boy was routinely recorded as being between the second and tenth per(
height and ranged between the second and fifth percentile fortweighan interview with the OIG, tH
mot her 6s pl acement worker stated that during
own food with the baby or feeding him the same items as his older siblings. The worker reported
spokenwith the mother about providing the boy with foods geared specifically towards his dietary neq
on one occasion purchased groceries for the mother to feed the baby in order to illustrate what he
eating and help her identify which of thoseofls he would consume. The placement worker told
investigators she never observed the boy to be unhealthy or sick and was not concerned with his de
as she was aware he was being seen regularly by his pediatrician. The mother had rehertestitatrician
that the boy could not drink regular milk and sought and obtained authorization to provide him with S
instead. The mother was accessing resources provided by the local Women, Infants and Childrd
clinic, which monitored welbaby care and knew the mother had missed thendrth checlup. This
information was never shared with the caseworker

One month after the motherds most recent vis
bed. After she picked himpuhe lost consciousness and she called paramedics who transported H
hospital. Attending physicians determined his sodium count was low and administered a saline bquI
his levels. While being transferred to a second hospital for treatraat#veloped hypotension and requi
intravenous fluids. The mother told hospitdff the boy regularly dranfka | @teb odndv t ha
to him interchangeably with soy milk and juice depending on what was available in the home or
seemed to prefer. The boy did not regain consciousness and was pronounced dead the day after b?/\il
to the hospital. The boyds cause of death

abnormality in children resulting when sodiwoncentration in the blood falls below the minimum nor
level. The hyponatremia had led to swelling in his brain resulting in seizures which proved fatal.
hyponatremia is a dangerous condition, most parents are unaware giving an infant tazateudan resuff
in death. The medical examiner ruled the death a homicide due to child neglect

Foll owing the c¢childbdéds deat h, t he De prherassigred thil
protection investigator accepted information camedi in the initial report suggesting the boy had H
malnourished but did not obtain his medical records or seek a definitive diagnosis of his cause of dg
investigator indicated the report against thathmr for Death by Neglect afdalnutrition and her conclusio
was approved by her supervisor. The OIG investigation disclosed that neither the medical examing
other medical professional made a finding the boy had been malnourished.

An Ol G review of the mehbirdetrminationafmis peeentieslengthecpngp
him with childrenthree months younger, making it seem he was in the 75th percentile when in fact h
the 1@h to 28h percentile for length for his age.
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Fifteen months after the death of the bihye mother gave birth to her fourth child. Following an alterca
with the babydéds father while in the hospital
protection investigation was opened. It was during this investigation thieemigtarned she had be
indicated for the death of her son the previous year. An OIG review of State Automated Child
I nformation System (SACWI S) records found th
address had been erromes | y changed to that of the medic
Finding had been sent to the medical examiner

As a result of the child protection i nythesbaby\y
removed from her custody and placed in the relative foster home of his paternairgneother. The Ol
learned the paternal gregtandmother had an extensive history of involvement with the Department
included having her own chiten removed from her custody and having foster children placed in hq
removed from her home. The foster children had been placed with the paterngragndatother while shy
was using another name and the Department had been unaware of hemahigtertyme. The OIG informe
Department administrators of the grgaandmote r 6 s hi st or y hewevehit washdetérmineq
a great deal of time had passed since the incidents occurred and the baby was allowed to remain in 1

Two months after the baby was placed with the paternal -gr@aidmother the court ordered him returne
the custody of his parents while the Department maintained wardship. The mother is corg
relinquishing her parental rights to her two oldest chitdin order to allow them to be adopted by the fg
parent they have resided with for eight years.

DEPARTMENT RESPONSES child protection inve st i gat or 6fer discugsienrofher
failure to ensure that medicd records and a definitive medical

diagnosis regarding the allegation of malnutrition were obtained ancher failure to ensure that the
mother received verbal notification that she was being indicated for death by neglect.

OIG RECOMMENDATIONS / 1. A redacted copy of this report should be shared with th]

The report was shared with thegpgrvisor.

2. The Department should consider unfounding the Malnutrition allegation against the mother. (Thi
recommendation would not affect the indicated finding of Death by Neglect.)

The allegation was unfounded.

3. The notification letter generated for the mother during the death investigation should be sent to hd
correct address.

The mother's address has been corrected and the notification letter was issued.

4. The Inspector General will share a redacted copy of this report with the County Medica
Examiner 6 s Of fice and request t hat a correctio
Examinerés File for the boy be changed to ref

The Inspector General shared the report with the MEHicaminer's Office.

5. Given the paternal greatgr and mot her 6 s hi st ory, t he Depar
care or exercise extreme caution if the decision is made to place children in her care. The paten
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greatgr andmot her 6s a bddexd ste SACWI& (Slatewide BAButomated Child Welfare
Information System) and her history with the Department should be linked in SACWIS.

The Department agrees. The home was placed on hold and aliases were entered into the system.

6. Given the circumstancess ur rounding the boyds deat h, CurI
case should closely monitor the family and maintain communication with service providers includi
medical doctors and WIC staff to ensure that the infant is receiving proper medical ahnutritional
care.

Staff were notified of the needs indentified in this recommendation, as well as the need to exer
practice in all cases. Staff will continue to perform the tasks on an ongoing basis.

7. To ensure that alleged perpetrators of huse and neglect receive notification of the investigatiy
findings and their right to appeal, the Department must develop a system to ensure that at the closq
an investigation the address for the alleged perpetrator(s) listed in SACWIS is accurate. iShreport
should be shared with the State Central Register for the purpose of developing a system of checking
address in death cases when there are multiple reporters calling the hotline regarding the same repoyf

The recommendation has been incogped into revisions to Procedures 3@&ports of Child Abuse ar
Neglect which is on target to issue final policy by December 31, 2014. The recommendation will

incorporated into the Procedures 300 policy training which is planned for the panioary 1, 2015 to Jun
30, 2015. This training will reinforce caseworker and supervisor compliance with the policy rey

An Enterprise Service Request (CFS 822) was created and approved by the Office of Informaj
Technology Services for invégations that cannot close without a verified address for the perpetrator.

8. The Department should ensure that placement workers require that caregivers sign consents for §
worker to follow-up with medical providers and Women, Infant and Children (WIC) for a non-ward
child that remains in the home of the parent when there is an open case involving other children
care. The followrup with medical providers and WIC should be included in the service plan.

Department Procedures 3Fermanency Plannings underway and still in the content development st
Anticipated training and procedure roll out is July 2015.

9. The Manager of the local Department Field Office should discuss this case with the lod&lomen,
Infant and Children (WIC) clinic to encouragesupportive communication in future DCFS involved
cases.

The Area Administrator discussed this case with the local Women, Infant, and Children (WIC) clinic.
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DEATH AND SERIOUS INJURY INVESTIGATION 1 O

ISSUE In 2008, the lllinois Child Death Review Teamscommended that the Departm
investigate all deaths of babies who died while sharing a bed with a parent. Since tH
Office of the Inspector General investigative child death staff noted an increase in indicated death
against parents in ¢habsence of autopsy findings that the child died because-sléemingi and in theg
absence of other factors that would support a finding of Death by Neglect or Abuse, such as substa|
or a prior infant death. OIG staff also noted that it appetiredndicated Death findings were not bei}
upheld on administrative appeal. In response, the Inspector General initiateddepthinstudy o
Investigating and Indicating Parents for Gbeeping.

INVESTIGATION Coroners and Medical Examiners call the State CeRteglister for two reason
1) to report a child death that may have been caused by Abuse or Neglect;
to report child deaths solely for database tracking purposes, where there is no belief that the child
result of abuse or neglect. The uded and Neglected Child Reporting Act (325 ILCS 5/7.8) giveq
Department legal authority to investigate allegations of abuse or neglect after receiving a call of s
abuse or neglect. The Department had begun, sometime in 2010, to acceptstagganor all calls reportin
infant deaths involving csleeping regardless of whether the reporter alleged abuse or neglect.

Infants should sleep alone, on their backs and in cribs:sl€aping, the practice of adults and/or olf
siblings sharing bexdwith infants, while promoted among some groups such as-feed#tg proponents arj
others, is an unsafe sleep practice. It is especially unsafe to sleep with an infant if the parent is im
drugs or alcohol or is sleeping on poor quality beddisgs commonly found in Ioancome homes.
review of relevant literature revealed that as many as 65% of parents report having slept with th
during the first three months of the chil dhédg
sharing among lovincome families approached 50%. Because of the persistent prevalence of the §
most experts support a Public Health Educational response to the problem rather than indicating p
the practice.

An indicated finding &r Allegation 51, Death by Neglect, requires a determination that a perpq
exerci éadt antn di sregard of parent al (or ot
r es p ons iwhichlresultad éenghe death. (89 lll. Adm. Code 300 AppemjixUnder the Abused ar]
Neglected Child Reporting Adblatant disregard s d e f iraalesignifeant, and imiminent risk of hang
would be so obvious to a reasonable parent or caretaker that it is unlikely that a reasonable pa
caretaker woulchave exposed the child to the danger without exercising precautionary measures to
t he chil d 3251L&3n5/3h Anrindicated finding of Death by Neglect will be retained on the
Central Register for 50 years, during which time, indidgterpetrators may not be employed as teachg
anywhere in the childcare system.

An indicated finding can be overturned through the administrative appeal process. OIG staff tracked
findings for Death by Neglect where the parents soughtrasimative review and the facts did not incly
substance abuse or other factors suggesting a neglectful environment. In all appealed cases, thg
finding was overturned on appeal. Some parents stated that they never intended to fall asleeip inftmti
but had misjudged how exhausted they were.

The Ol G investigation found that the Departm
co-sleeping deaths in the absence of allegations of neglect or abuse, was a departuatuteoams rule an
wasteful of resources, since the findings were likely to be overturned on appeal. The practice aIS(I
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potential to have an unfair impact on kimcome parents, because families without resources are less liff
appeal indicatefindings and are more likely to be indicated because they have poor quality bedding
situations in which they believe sleeping with their baby is safer than not (e.g., rodents and stray bullg

OIG RECOMMENDATIONS / 1. This Report will be shared with the Secretary dthe lllinois
DEPARTMENT RESPONSES Department of Human Services and the Director of the lllinoig
Department of Public Health to address cesleeping as a publid
health issue, including a focus on the reduction of infant mortality rates among minority populations.

The InspectoGeneral shared the report with the Secretary of the lllinois Department of Human Servij
the Director of the lllinois Department of Public Health.

2. The Department of Children and Family Services should reinstate its historical practice (
investigating co-sleeping deaths only when the report discloses circumstances suggesting possible
or neglect, such as an intoxicated parent or a previous &eeping death in the same family. In th
alternative, the Department should immediately convene puldi hearings toward adopting Ruleg
governing investigating and indicating cesleeping deaths.

The State Central Register (SCR) no longer takes a death report based solely on an unsafe sleg
Training was provided to staff.

3. The Inspector General wil share this Report with the Senate Human Services Subcommittee.
The Inspector General shared this report with the Senate Human Services Subcommittee.

4. The I nspector Gener al wi || share this Repo
SleepSubcommittee.

The l nspector Gener al shared this report wif
Subcommittee.

As a follow-up to the Safe Sleep Report, the Inspector General made an additional recommendation:

Once the policy and proceduresare finalized in accordance with ANCRA, the Office off
the Inspector General recommends the Department undertake a review of all the sleq
related deaths indicated for Allegation #51 (Death by Neglect) during the period in whig
all sleeprelated infant deaths were investigated to decide whether the findings shouj
stand or be overturned, applying the factors identified in the revised policy an
procedures. [Although many parents were indicated for #60 (Risk of Harm) related t
sleep practice during this sane time period, the OIG recommends the Department limit it
review to cases indicated for #51, recognizing that an indicated finding of #60 has-géar
retention (unlike #51 which has a 5§ear retention) and the review of these cases wouf
require a grea amount of resources.]

The Departmentdéds response and is pending.
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CHILD DEATH REPORT

Office of the Inspector Generd(G) staffinvestigate the deaths of Illinois children whose families were

involved in the child welfare system within the precediwelve months. OlGtaff receivenotification

from the lllinois State Central Register (SCR) when a child dies, when the death is reportedlto SCR.

OIG staff investigatde he Departmentds involvement with the de:
child was a ward of DCFS; (2) the family the subject of an open investigation or service cagbe

ti me of t heor(8)lthe fadily was thessalijebt of an investigation or service case within the
preceding twelve monthd#f OIG investigatos learnof a child death meeting this criteria that was not

reported tahe SCR,staff will still investigate the death.

Notification of a childbds death initiates a preld.9
databases are searchat aesults reviewed, autopsy reports are requested, and a chronology of the
childbés 1ife, when availabl e, is reviewed. The

records in which records may be impounded, subpoenaed, or requestesiiandd. When warranted,

OIG investigators conduct a full investigation, including interviews. A full investigation usbaifynot
always,results in a report to the Director of DCFS. The majority of cases are investigatory reviews of
records, often iduding social service, medical, police and school records, in addition to records
generated by the Departmemtits contracted agencies

In Fiscal Year 2014 OIG staff investigat® child deaths meetingiteria for review,as compared t83

deaths inFY 2013and1 06 deaths in FY 2012. A descriptior
involvement is included in the annual report for
report includes summary information for children who died betwhkéy 1, 2013 and June 30, 2014.

There was an increase in natural deaths this year, including deaths caused by asthma. Two pending full
investigations involve asthma deaths. Comprehensivermries of death investigationsported to the

Director in FY 14areincluded in the Investigation section of this annual report.

Individual caases may not rise to a level necessitating a full investigation, but collectively can indicate
systemic patterns or prolfs that require attentio®IG staff mayaddress systnic issues through a

variety of means, including cluster reports, initiatives, and trainifgst pending full investigations are

to be included in a cluster report. Last year é6s c
report to the Diector about investigatingnd indicatingparentsfor co-sleeping See full report on page

97.

! SCR relies on coroners, hospitals, and law enforcement in lllinois to report child deaths, even when the deaths are
not suspicious for abuse or negledte deaths are not always reported. Therefore, true statistical analysis of child
deaths in lllinois is difficult because the total number of children that die in Illinois each year is unknown. The
lllinois Child Death Review Teams have requested th@itvidual county registrars forward child death certificates

to SCR to compile a list of all the children who die in Illinois. It is not known whether this is regularly occurring; in
addition, some death certificates are sent to the Child Death Review Ceardinator well after the fiscal year in

which the death occurred. The Cook County Medical E x
autopsied at the Medical Examinerdés office. Countye Ol G a
Medi c al Exami nerés Office for responding to our reques:
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Summary

Following is a statistical summary of t88 child dedahsinvestigated by OIG staff in FY 14s well as
summaries of the individual cases. Thstfpart of the summary presents child deaths by age and manner

of death, case status and manner of death, county and manner of death, and substance exposure status and
manner of death. The second part presents a summary of deaths classified in fives:ntermieide,

suicide, undetermined, accident, and nattiral.

Key for Case Status at the time of OIG investigation:
Ward................... Deceased was a ward

Unfounded DCP . .......... Family had an unfounded DCRviestigation within a year of
childodos death

PendingDCP ............. Family was involved in a pending DCP investigation at time of
chhl dos death

Indicated DCP ... ......... Family had an indicated DCP investigatiwithin a year of
chil ddéos death
ChildofWard . ............ Deceased was a wardoés chil d, but not
Open/Closed Intact . . ... ... Family had an open intact family cas
orwithihay ear of <c¢chil dbds death

Open Placement/Split Custodypeceased, who never went home from hospital, had sibling(s) in
foster care or child in care of parent with other children in foster

care.
ReturnHome .. ........... Deceased asibling(s) was returned home to parent(s) from
foster care within a year of chil dobs

Child Welfare Services Referral A request was made for DCFS to provide services, but no abuse
or neglect was alleged

Preventive Services/

Extendedéé&aemél yéntact family services case was o0p:
as a result of an indicated DCP investigation.

Former Wardééééééé.. Child was a ward within a ye

2 The @uss andmanners of death adetermined byiospitalsmedical examiney coronesandcoroner® j ur i es .
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Table 1: Child Deaths by Ageand Manner of Death

CHILD AGE \ HowmiciDE SUICIDE \ UNDETERMINED ACCIDENT NATURAL TOTAL
) At birth 2 2
< 0to3 2 9 6 10 27
5 4106 2 5 2 2 11
E 7to11 1 4 3 8
s 12to 24 2 2 3 7
2 1 2 3 2 8
3 1 4 1 6
4
5 1 1 2
6 1 2 3
7
g 8 1 1 2
< 9 1 3 4
“é 10
o 11 1 1
> 12 1 1
13
14 1 1 2
15 1 1
16 1 1 1 1 4
17 2 2 1 1 6
18 or older 3 1 4
19 3 23 20 34 99

Table 2: Child Deaths by Case Status and Manner of Death

DCP Pending 1 8 2 5 16
Unfounded 6 1 7 9 5 28
Indicated 1 4 1 6
Ward 4 2 4 8 19
Former Ward 2 1 4
Return Home
Open Placement/Split Custody 1 10 13
Open Intact 1 3 4 10
Closed Intact 1 2
Child of a Ward
Child Welfare Services Referral 1 1
Preventive Services/Extended Family

* When more than one reasoristed for the OIG investigation, it was categorized based on primary

reason.

CHILD DEATH REPORT

39




Table 3: Child Deaths by County of Residence and Manner of Death

COuNTY ‘HOMICIDE ‘SUICIDE UNDETERMINED | ACCIDENT NATURAL TOTAL

Bureau 1 1
Champaign 1 3 4
Clay 1 1
Cook 10 2 15 4 13 44
DeKalb 1
DeWitt 1
Kane 1
Kankakee 2
Knox 1
Lake 1 1 1
Madison 1 1 1
Marion 1
McHenry 1
McLean 1
Mercer 2
Peoria 1 1
Richland 1
Rock Island 1 1
St. Clair 1 3 1
Sangamon 2 1
Shelby
Tazewell 1
Vermillion 2
Will 1
Williamson 1
Winnebago 3 1 3

TOTAL ‘ 19 3 23 20 34
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Table 4: Child Death by Substance Exposure and Manner of Death

SUBSTANCE EXPOSURE HoMmIcIDE | UNDETERMINED | ACCIDENT NATURAL TOTAL
Child exposed at birth*** 2 3 1 8 14
Mother has history of substance abuse 0 1 0 2 3

*** This includes children who tested positive for a substancertit br whose mother tested positive for
a substance at birth. Others may have been exposed to drugs during the pregnancy, but tagedrug us
was not recent enough to cause the newborn or mother to test positive.
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FY 2014 DEATH CLASSIFICATION BY MANNER OF DEATH

HowMmICIDE
Nineteendeaths were classified homicide in manmner

CAUSE OF DEATH NUMBER ‘

Gunshot wound(s) 7
Abusive head trauma 2
Suffocation 3
Malnutrition due to starvation 1
Blunt force injuries 3
Stab wounds 1
Strangulation 1
Sudden unexpected death of infant (SUDI) with history of 1
co-sleeping

C

PERPETRATOR INFORMATI ON:*

PERPETRATOR NUMBER

Mother 2
Father

Mot her 8s Boyfrieng

Foster father

Caretaker

5
3
Step-mother 1
1
1
2

Unrelated Peer

Unknown/Unsolved 6
*Some caths have more than one perpetrator

PERPETRATOR GENDER PERPETRATOR AGE RANGE CHARGES

7 charged with murder (one died in jail), 1
Males 15 years-39 years charged with involuntary manslaughter, 1
charged with felony child endangerment

3 charged with murder, 1 charged with
Females 18 years- 51 years involuntary manslaughter, 2 charged with
child endangerment
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SUICIDE

Three children committed suicide this fiscal yeawo of the children hung themselves, and one died of a

gunshot wound.

UNDETERMINED
Twentythree deaths were classified undetermined in manner

CAUSE OF DEATH ‘ NUMBER
Undetermined 13
Sudden UnexpectedUnexplained Death in Infancy (SUDI) 5
Cause pending 3
Substance misuse/Overdose 1
Medical conditions complicated by injuries 1
2

ACCIDENT
Twentydeaths were classified accident in manner.

CAUSE OF DEATH

NUMBER

Asphyxia/Suffocation/Overlay/sleep related 8
Drowning 5
Motor vehicle accidents 4
Injuries from Fire 3
TOTAL 20

42 CHILD DEATH REPORT




NATURAL
Thirty-four deaths were classifiedatural in manner.

CAUSE OF DEATH NUMBER

Complications of prematurity 7

Cardiac conditions

Congenital abnormalities

Progressive Disease

Asthma

Pneumonia
SIDS

Cerebral Palsy

Liver Dysfunction

N P ®W[IF|IFP[A™~A DN O| N

Cancer

TOTAL

w
~
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HOMICIDE

Child No. 1 DOB 4/99 DOD 7/13 Homicide
Age at death: 14 years
Substance exposer No
Cause of death Multiple gunshot wounds
Perpetrator: Unknown
Reason ForReview Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative  Fourteeryearol d boy was riding his bike hon
when he was shot multiple times. The boy h
called hismomtoleter know he had arrived safely. Of
if it became late, but on this evening he decided to go home. He was approximately a mile f
house when he was shot. The boy had just graduated ftgra8e. He watooking forward to starting
high school and plannéd try out for the football, basketball, and debate teams.

Prior History I n August 2012 a school empl oyee cal
abandoned him. DCFS investigated #&atned that the boy and his family had recently moved to a
neighborhood, but the boy was commuting to his old school so that he could graduate with hig|
After hearing that the boy was living with his mother in a new home, the school empéu/ee bthe
concerns. The child protection investigation was unfounded. The teen had three juvenile arres
which wereadjustedat the station by police. A station adjustment is an action by police to attel
correct a juvengoingtburtbehavi or withou

Child No. 2 DOB 7/04 DOD 7/13 Homicide
Age at death: 8-1/2 years
Substance exposer No
Cause of death Strangulation and multiple blunt force injuries
Perpetrator: Father and paternal grandmother
Reason For Review UnfoundedcHid pr ot ection investigation
Action Taken: Full investigation, Report to Director
Narrative  Eightyea-old girl, who lived with her27-yearold father and 5¥earold grandmother
was found dead on arrival, covered withjuries by police who were called to the home. T
grandmother told police that the child caused her own injuries, intentionally running into furnity
hurting herself because her mother was vigiting regularly. At autopsyhe childwas found to has
fractures, puncture woundsnd ligature marks. Thiather andgrandmother were arrested and char
with first degree murder. They were denied bail. The father has sincdrdrachatural causes. Th
grandmother is in jail awaiting tridbeeDeath andSerious Injury Casel.
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Prior History The father had gained temporary custody of the child through domestic relation
in November 2012. The Department was not involved with the family at that time. In April 201
father reported that th@yearold haddi scl osed that her motherod

the investigationof that allegationthe child discloedt h a t another boyf ri
molested her earlier, prompting a second concurrent investigation. The chilppsetidn two forensig
interviews and a medical exam. The investigation was notaselidinated despite the involvement g
child advocacy center. Though the child re

a child advocacy cententerviewer, there was no further investigation intat ffractice. A doctor at

clinic located in a child advocacy centeoted the child had faded linear marks, but when the d
asked the child about them in front of the grandmother, the grandmaoisweerad for the child. Th
doctor verbally informed the child protection investigator that the exam was norotahdding the
information about the observation of mainflikted
the injuries. The childprotection investigator did not read the full medical report and naskesd
follow-up questions. In additiorthough the father reported the child was seeing a counselo
counselor was not contacted. The reports were unfoumslesdise no concreteigence of sexual abus
was found andhe timeframe$or when the abuse allegedly occurdid not fit

Child No. 3 DOB 3/13 DOD 8/13 Homicide
Age at death: 5 months
Substance exposer No
Cause of death Suffocation
Perpetrator: Mot her 6s boyfriend
Reason For Review Split custody (siblings in foster care)
Action Taken: Investigatory review of records

Narrative Fivemonthol d i nf ant was k iyéakokl Boyfhiend. Thé Zyeanotd
mother had recently separated from the fathet moved in with a new boyfriend. The boyfrig)
confessed to police that he placed his han
him in a backpack and disposed of his body in a garbage dumpster. The boyfriend pleaded guils
degree murder and was sentenced to 30 years in prison. He was indicated for death by abl
i nfant . At the ti me of -indnteoldibrothes was évith thd fathdr. Bo
parents had limited intellectual functioning. The coupde four older children who were in foster c3
The mother and father were indicated for substantial risk of physical injury by neglect to the su
17-monthold. The toddler entered foster care in December 2013. A sibling born in March 2014
in foster care. The four oldest children have goals of substitute care pending court determin
termination of parental rights and the two youngest have goals of return home.

Prior History The Department first became involved with the family fgears earlier when th
parents were indicated for bone fractures by neglect and medical neglect to one of their childre
years old. The family refused services. Between 2009 and 2011 three reports were investig

unfounded and were unavailak f or revi ew. Toward the end
foster care following indicated allegations of environmental neglect. A fifth child, born in March
was all owed to remain in the ¢ oumhdrediesindicated fig

substantial risk of physical injury by neglect to the child because of unresolved issues and alleg|
domestic abuse. By April 2013 police determined the mother fabricated the allegations of d
violence against the fathefhe newborn sixth child was allowed to remain at home with the to
sibling. The investigator determined the parents were meeting minimum parenting standard
private agency was involved with the family as they were monitoring the placemeriscasl as thq
two siblings at home. The Office of the Inspector General has made previous recomme
regarding services to developmentally disabled parents and the inadequacy of placement wor
being responsible for monitoring childrenlefti t he par ent sdé car e.
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Child No. 4 DOB 9/08 DOD 9/13 Homicide

Age at death: 5 years
Substance exposer No
Cause of death Cardiac rhythm disturbances precipitated by blunt force injury to the chest
Perpetrator: Mot her 6s boyfriend
Reason For Review Unf ounded chil d protection invest
Action Taken: Full investigation pending

Narrative Fiveyearol d boy became wunresponsi ve -yehrold
boyfriend. 't was dhig 2Aeargldnsothdr wes tout shoppimgtfdn irthgy
present s. The boyfriend admitted to sl/2yéakold
brother was taken into custody and found to have multiple marks, lacerations, and bruisssusel
The boyfriend was charged with first degree murder and aggravated battery of a child. The mo
charged with endangering the 1ife or heal
treatment of her children. The boyfriend was indidafor death by abuse to the boy and for g
bruises, welts by abuse and substantial risk of physical injury by abuse to his brother. The mo
indicated for death by neglect to the boy and for cuts, bruises, welts by neglect to his broth
brather is placed in the care of a relative. He has a permanency goal of return home. The mot
birth to a third boy in March 2014, the father is the boyfriend. The mother was allowed to kg
infant pursuant to a one year court order of supervidibe. OIG is conducting a full investigation
this childbés deat h.

Prior History | n February 2013 a teacher at t he -1r
yearold child had disclosed that his stomach hurt because he was hit with adkd im the stomac
by his motherdés boyfriend. The teacher sai
about it. A report was taken for investigation of substantial risk of physical injury by abuse to th
by his mot herWhsi |beoytfhratenrdeport was pending
school called to report the child had a bump on his head, and he was afraid if he told what hapy
mother would hurt him. A report was taken for investigation of cuts, dsuigelts by abuse to the ch
by his mother. Both investigations were unfounded after talking to the child, her mother and bo
the maternal grandmot her , and a nurse at
maternal grandmotheharacterized the child as a liar.

Child No. 5 DOB 12/97 DOD 12/13 Homicide
Age at death: 16 years
Substance exposer No
Cause of death Gunshot wound to head
Perpetrator: unknown
Reason For Review Unfounded child protection investigation wittan y ear of ¢ hi
Action Taken: Investigatory review of records

Narrative  Sixteenyearold boy died one day after being shot in the head. The teen had been \
down the street with two teenage girls around 10:30 p.m. when he told the gndsgdo the other sig
of the street because something didnét feel
at the teen, got back in the van and fled the scene. The teen was the fathemudraHidid child. A
policeinvestigatcm of t he teends rbutopgrer remai ns unso
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Prior History Early in 2012 a school social worker called the hotline twice requesting child wj
services because of the deceasedobds behavi dnr
October 2012 the soci al wor ker cyadroldesidter hald bee
punched in the head by their-§8arold brother. The brother was unfounded for substantial rig
physical injury by abuse. Investigation showed tha brother and sister had gotten into an argun
the brother hit his sister in the head; the mother was home and intervened, the sister had no inj
the brother moved out of the home. The teen had nine prior juvenile arrests, all of whicdjusted
by police. A station adjustment is an act.i
going to court.

Child No. 6 DOB 9/13 DOD 1/14 Homicide
Age at death: 3-1/2 months
Substance exposer No
Cause of death Suffocation
Perpetrator: Stepmother
Reason For Review Open i ntact family services case
Action Taken: Full investigation pending

Narrative Threeanda-half-monthold infant was reportedly found unresponsive on the floor in
early norning by her 2#%earold stepmother. Her 3¢/earold father was at work. The stepother
reported that she placed the swaddled baby in her swing between 9 and 9:30 p.m. She checke(
midnight and she appeared fine. The stegher said she awolks 3:50 a.m. and found the baby f4
down on the ground, still swaddled, but not breathing. At autopsy the infant was found to have
fractures of the ribs and extremities, healing and recent appearing. A police investigation is onga
DCFSivwestigati on i s c dipebrold sstbr. andfii2gearold haksisteronerg
taken into custody and are placed in relative foster care. DCFS indicated theo#itep for death by
abuse to the infant and for substantial risk of physicai nj ury to the i nf
indicated for bone fractures by abuse. The

Prior History In March 2013, while pregnant with the infant, they2arold mother and her 2gear
old boyfriend were investigated an dl/2iyearbld sistet
and an intact family services case was opened while the investigator sought the filing of a pet
court involvement. In June 2013 theucbawarded custody and guardianship of the sister to the f
When the infant was born in September 2013, the mother was indicated for substantial risk of
injury by neglect and the infant went to live with her father when she was dischasgeth& hospital
In October 2013 the father took the infant to the hospital with a spiral femur claimingyeardd
sister fell on top of the infantds | eg. T-1
mother was at work at the time.hile the emergency room doctor felt the explanation was plausibl
admitting doctor, experienced in child abuse and neglect, did not. The father, when questio
confronted by police, admitted he lied and that he actually fell asleep three thileshalding the
infant, with her falling out of his arms each time. The final time he grabbed her by the leg as 1
causing the break. The child abuse doctor then opined that it could not be determined whe
injuries were inflicted or accidemtt gi ven the fatherds second

injuries. The father was indicated for bone fractures by neglect. The court was made awar
injuries and the children were all owed to r
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Child No.7 DOB 5/13 DOD 1/14 Homicide
Age at death: 7 months
Substance exposer No
Cause of death Malnutrition from starvation
Perpetrata. Mother and father
Reason ForReview Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative  Seveamonthold infant was found unresponsive by her father. She weighed only
pounds and had starved to death. Her twin sister was taken into custody; she was severely mal
and also weiged only eight pounds. Neither infant had been to a doctor in over five month
surviving twin is in a foster home where her special needs are being met, after spending tin
hospital and a rehabilitation facility. Her -y8arold mother and 2¥earold father were charged wit
involuntary manslaughter and child endangerment. The parents remain in jail awaiting trial. Thg
indicated for death by neglect to the deceased twin and failure to thrive and malnutrition to the s
twin.

Prior History:  In April 2013 police called the hotline to report a domestic dispute betwedrehd
then 31 weeks pregnant, and her mother. The hotline took a report for investigation of substanti
physical injury by abust the teen by her motheFhe teenturned 18 years old seven days after
report was made. The investigation was unfoundedtdramnoved out of her m
place with her boyfriend, the father of the unborn twins (the family lived elsewhere at the timg
infantds deat h). The teenafter she mayadtbot wasunsuceessfult o

Child No. 8 DOB 6/07 DOD 3/14 Homicide
Age at death: 6-1/2 years
Substance exposer No
Cause of death Bluntforce rauma to the head and abdomemjdiag burns
Perpetrator: Father
Reason ForReview Chi I d was a ward within a year of
Action Taken: Full investigation pending

Narrative Six-yearold boy was beaten to death by hiso t h 8%yéasold husband (who wa
listed as his fdter on an amended birth certificate though he was not the biological fatheB0-Yaar
old mother was present in the home at the time of the beating. The mother pleaded guilty to chi
and has been sentenced to four to ten years. The fatherlpaittg to second degree murder and
been sentencedto 100to 150 yeadrh.e Ol G i s conducting a full
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PriorHistory The deceased was the motherds fourt
child asa teen in 1999 and made a plan for her parents to rasghilld. Her first contact with th
Departmentwasin April 2006 when her then imonthold child was taken into custodgfter e left
the child with relatives without a care plan. The maternaigtgp ar ent s6 heal t h
from being able to take the child so the toddler was placed in tradifastal care. The mother wa
inconsistent inmaintaining ontact with he worker and participatig in services.In June 2006 he
mother gaveirth to a baby she was allowed to keep because she had stable housing and was vi
child in care consistently. In October 2006 a report of medical neglect on the baby was unfoung
the mother took the baby to the doctorJune 2007 the ntleer gave birth to the deceased. She left
violent boyfriend she had been involved with, sought an order of proteatidrmoved into a domest
violence shelter. The mother participdin servicesbut her counselor noted that she was not ma
progess in counseling. The mother again became less consistent in services, though the childi
care appeared healthy. In June 2008 the mother stojgitidg herchild in care. The case was taken
|l egal screening and trétermimatednd thecldldwagplaar alaptedh Uune
2012, four yeartater,r el at i ves of the mot herdéds husband
the husband had whipped theo t h sixry@asold child and left marks. The siyearold and tken five
yearold (the deceasedconfirmed the report. The two children and their-sionthold sibling were
taken intoprotectivecustody The court awaredd custody of the five and spearold childrento the
Department but returned thexshonthold child to the parents, saying there was no indication of a
to the baby. The older children initially remained with relatives but were later moved to tradiiing
care when questions arose about the appropriateness of the caretakers. In Novemlher Rarkhts
moved out of state without informing the worker until after moving. The worker advised the phat
they needed to locate services in itheew state in order to complete their service plan. The wag
made a call t o thbtlene butethie gepdnt avasitakeyn assirtfoantated anly. In Au
2013 the worker noted that the parents had visited the children only once since, hadimgt kept i
touchwith the worker and had not completed several elements af #evice plan. Whe the worker]
found out the mother had given birth to another Halihie other state she informétk parents that th
case would be taken to legal screening. In September 2013, the adjudicatory hearing was held.
was dismissed on a motion from tBtate and the children were ordered returned home to the $4
The worker transported the children to the neighboring state and the case was closed. Follg
c h i Hedth the mother gave birth to a seventh child. The pamigtiss have been mminated on albf
the children.

Child No. 9 DOB 1/93 DOD 3/14 Homicide
Age at death: 21 years
Substance exposer No
Cause of death Stab wound to the left breast and chest
Perpetrator: Acquaintance
Reason For Review Deceased was a ward withiry@ar of her death
Action Taken: Investigatory review of records

Narrative  Twenty-oneyearold former ward died after being stabbed by ay88rold acquaintanc
with whom she got into an argument at a train station. The woman has been charged wittanulis]
in jail awaiting trial.

Prior History The deceased was first a ward from 199B9. She was in foster care again from 2
until 2006 when she was placed in the subsidized guardianship of an aunt and uncle. In 3
reentered care after anrd, with whom she had been living by private arrangement, was no longg
to care for her. The de ¢ biahslay.dAdthat tima shd was iliving ie
DCFS/DMH funded transitional living program for young adults and particigati therapy and othg

services offered by the agency.
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Child No. 10 DOB 8/12 DOD 3/14 Homicide

Age at death: 19 months
Substance exposer No
Cause of death Subdural hematomaug toclosed head injuryuk toassault
Perpetrator: Mot her 6 sd boyfrien
Reason For Review Pendi ng child protection investig
Action Taken: Full investigation pending

Narrative  Nineteemmonthold toddler was discovered deceased in the woods with burns co
80% of her body. Approximatelywto day s pr i o4yearold mather cepdrtéddh@ soddl
missing after arrivingtoher2garol d boyfri endds home and fin
The mother had left her daughter with the boyfriend while she went to work. Apsgutevealed tha
the toddlerds death resulted fr o+mortm. Theibayfiend

admitted he caused the injuries that resul
also was indicated for death by aku The mother was not investigated. The OIG is conducting
investigation of this childds deat h.

Prior History A month prior to the toddlerdés deat|
the toddler had bruising and scratches to hee f The investigator interviewed the reporter, the mo
and the maternal grandmother and was informed that what appeared to be injuries to the ck
symptoms of an allergic reaction. The mother had taken the child to the emergency room orththé
bruising was noted and the child was diagnosed with gingivitis and oral thrush. The investigat
pending at the time of the childbdés death anr

Child No. 11 DOB 8/11 DOD 3/14 Homicide
Age at death: 2-1/2 years
Substace exposed No
Cause of death Multiple blunt force injuries de tochild abuse
Perpetrator: Father
Reason ForReview | ndi cated child protection invest
father was a ward within a year o
Action Taken: Full investigation pending

Narrative Two-anda-half-yearold child was reportedly found unresponsive in the afternoon |
on an air mattress by her-géarold father who called 911. The father reported that the child had fa
off of a chair that morning and hit her head ands\iae except for wanting to lidown. First responder
found the child covered in bruises and already decedbedchild had been living with her father and
his 28yearold girlfriend for about three weekEhe faher was her only caregiver that day; his

girlfriend was at work. The father was charged with first degree murder. He was indicated for de:
abuse. T h-yearcldmothet was indicdted for substantial risk of physical injury by negleg
thedild The Ol G i s conducting a full i nvestigat

50 CHILD DEATH REPORT



Prior History The father was a ward of the Department from March 2010 until he was emancip|
August 2013. In March 2013, a hospital social worker called the hotline to repbthe mother an
maternal grandmother had brought the child to the hospital with bruising to her face and buttg
scratches to her back. The child had been staying with her father when she sustained the inju
doctor who examined the childisal t hat i n her best medical g
of physical abuse. The father was indicated for cuts, bruises, welts by abuse to the child, who
home with her mother and grandmother who lived in a neighboring state.tTledar 6 s ¢ a g
advised of the indicated finding against the father. Five days before he was emancipated, the f:
his caseworker that his daughter was staying with him and that he had been her caretakearfdaty
half-weeks. The caseworkdid not see the child or call the hotline.

Child No. 12 DOB 1/97 DOD 4/14 Homicide
Age at death: 17 years
Substance exposer No
Cause of death Multiple gunshot wounds
Perpetrator: Unknown
Reason For Review Split custody (sibling in fosterace)
Action Taken: Investigatory review of records
Narrative Seventeetyearold girl, whose twin brother is a ward, was shot and killed in the after
while standing on a porch with two friends. The offender had gotten out of a vehicle at the
walked up to the porch and fired shots at the teen and her two male friends. The friends were K
but they survived their injuries. According to newspaper accounts, law enforcement sources
that the teen was an assassin for a gang; she stepact in multiple shootings. The teen is believe
have been the intended victim. The teen had three delinquent petitions filed on her: two were d
by way of motion by the prosecution; and for the third the teen received a year of supervision.
Prior History The girl &8s twin brother is in the g
court judge ordered that the-§darold boy, who has a history of delinquency, emotional trauma
mental health issues, be committed to the care of DEbiEDe placed in a locked treatment facility. ]
order for a locked facility was later amended because lllinois does not have locked treatment
and the boy would have had to be sent out of state making visits from his family difficult. Th
remains in the guardianship of DCFS; he is in a juvenile detention center.

Child No. 13 DOB 12/95 DOD 4/14 Homicide
Age at death: 18 years
Substance exposer No
Cause of death Multiple gunshot wounds
Perpetrator: Unknown
Reason For Review Deceaed was a ward
Action Taken: Cluster investigation pending
Narrative Eighteenyearold boy died in surgery after being shot multiple times. He was 3
girl friendds sisterds house when he was fosrd
the ward lying face down in a driveway police investigation remainmsolved bubpen.
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Prior History The ward came into foster care in 2004 at age ten, with a delinquency record stg
the same age. He had been placed at numerous gnmgshhad a long history of running away fr
many of his placements; was in and out of juvenile detention; and was uncooperative with
services. He was on run from April 2012 to January 2013 when he was picked up on a warran
arrest. He wasommitted to DOC and while incarcerated the ward passed his GED test. He was |
in May 2013 and was placed with his-gdarold sibling in another part of the state. It was the ¢
placement at which the ward was willing to stay. Attempts to tears$ case to the appropriate reg|
were unsuccessful until February 2014 because the receiving region refused to accept the casg
in a nine month delay in providing the ward with services. The ward had requested that his cas
open. He hd a permanency goal of independence and was in the process of enrolling in college.

Child No. 14 DOB 3/14 DOD 4/14 Homicide
Age at death: 6 weeks
Substance exposer No
Cause of death Subdural hemorrhage
Perpetrator: Foster father
Reason For Résw: Child was a ward
Action Taken: Investigatory review of records

Narrative Six-weekold infant was found unresponsive in his crib by hisy88rold foster father
The child was taken by ambulance to the hospital where he was found to have saddrgunies an(
nondisplaced fractures to two of his right ribs. Medical professionals determined the trauma o
withihntwohour s prior to the foster fatherds ca
fatherod6s sol emeaperdodi ndhehaabybdéds foster
supervised visit with his mother earlier that day was uneventful. The foster, fattehad no crimina
history and no prior child abuse histomas charged with first degree murdéte also was indicated f
death by abuse.

PriorHistory I n 2012 the infantdés sibling entere
the mother for leaving the sibling, then 6 monti, home alone in the care tbfes i b | fatineg |
registered sex offender. The father had been found guilty of aggravated criminal sexual abuse of
under age 13 and aggravated criminal sexual abuse of a victim between the ages of 13 and
mother had previously been informed by epartmenind local police that the sibling was not to
left alone with the father. The sibling was placed in a home of relative with her paternal uncle, h
and theirl-yearold son.Af t er his birth, t he infant w a ber
finding of unfitness regarding the sibling and her failure to participate in services. The infant was
with his 2 yearold sibling, who was in the process of being adopted by her relative foster paren
also had their own-$earold son.Fo | owi ng t he infantds de théhbme
and placed in a traditional foster home. THh
of concerns raisedboutt he f oster mot her 6s c¢ o rHe is pages avith is
maternal grandmother.

Child No. 15 DOB 10/98 DOD 5/14 Homicide
Age at death: 15 years
Substance exposer No
Cause of death Multiple gunshot wounds
Perpetrator: Unrelated peer
Reason For Review Unfounded child protection investigab n wi t hi n a year
Action Taken: Cluster investigation pending
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Narrative  Fifteenyearol d boy was aocuttion ga carso sas ftlhoeo kst
teen pointed out a passing vehicle and one of the friends fired multigke athttve vehicle, with tw
shots striking the teen. The shooter, also fifteen years old, was charged as an adult with firs
murder.

Prior History I n June 2013, el even mont hs before
allegingthat Br son was staying at a friendds hol
whose last name she did not know, provided little supervision. She wanted help getting her son
home. DCFS took a report for investigation of inadequate shelténet teen and his friend by t

friendbs mother. The investigator went to
cal I, but the friendds mother did not respd
been boardedu and was empty. The investigator sp

teen had returned home and was living with her. The mother did not know (and the teen
knowing) the friendds or his mot heach ihen. Becagse t
investigator could not locate them, the investigation was unfounded. The teen had five deliy
petitions filed in 2013 and 2014. The first petition, filed in February 2013, was stricken on lea
second petition was not fileuntil after the child protection investigation. The teen was place
electronic monitoring from November 2013 until the case was terminated in January 2014.

Child No. 16 DOB 12/12 DOD 5/14 Homicide
Age at death: 16 months
Substance exposer No
Cause of death Complications of asphyxia due to suffocation
Perpetrator: Family friend/caretaker
Reason For Review Open intact family services case
Action Taken: Investigatory review of records

Narrative  Sixteeamontholdch | d di ed three weeks aft eryeab
old best friend. The child, his 2&arold mother and her 2gearold boyfriend were spending the nig
at the friendds home. The boy awokte hidand beoamn
frustrated because the mother and her boyfriend were sleeping while she was caring for the ¢
friend said the boy grabbed her shirt and bit her breast and she responded by squeezing his
neck in the crook of her arm for 10 12 minutes until he went limp. The friend has been charged
first degree murder. She was also indicated for death by abuse.

Prior History In December 2013 an intact family services case was opened after the moth
indicated on a report @nvironmental neglect because of the condition of her home. The mother g
her home and maintained its condition. At
services including counseling, parenting training, and early inteoresérvices for her child.

Child No. 17 DOB 7/95 DOD 5/14 Homicide
Age at death: 18
Substance exposer Yes
Cause of death Multiple gunshot wounds
Perpetrator: Unknown
Reason For Review Deceased was a ward
Action Taken: Cluster hvestgation pending
Narrative  Eighteenyearold ward was shot and killed outside his transitional living program ar
1:15 a.m. Video surveillance outside the facility showed the ward had just rung the doorbel
placement when an unknown assailarprapched him and shot him multiple times. A staff mem
approaching the door to let the ward in, called 911. The ward was pronounced dead at the sceng
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Prior History The teen was involved with the Department his entire life beginning when he wa
substance x posed. In 1999 he was removed from h
he was placed with a maternal uncle. The teen was primarily cared for by his maternal grandmd
she adopted him in 2007. As a teen, the ward hadvimgbhhissues that the maternal grandmother
were negatively affecting her health. Various relatives tried to help care for the teen without suq
2011 he reentered the Departmentods care on
he had two group home placements. The ward had a permanency goal of independence
uncooperative with offered services, used drugs and alcohol, often left the facility, was hospitali
was arrested and detained in jail. The teen had mujtipknile arrests all of which weraljastedby
pol i ce. A station adjustment i s an action
going to court. Arrests as an adul' t i ncl udg
which led to an order of protection against him, and criminal trespass to land which resulted in
spending time in county jail.

Child No. 18 DOB 1/14 DOD 6/14 Homicide
Age at death: 4-1/2 months
Substance exposer Yes, marijuana
Cause of dath: Sudden Unexpected Death in Infancy with history e§le@ping
Perpetratas:. Parents

Reason ForReview Unf ounded and indicated chil d

death; closed intact family services case within ayearad éhit d e
Action Taken: Full investigation pending

Narrative  Fouranda-half-monthold infant was found unresponsive around 9:30 a.m. by

mother. The infant had been-skeeping in a kingized bed with his 3@earold mother and 2§earold

father.He was last seen alive at 2:30 a.m. when he was fed a bottle. The mother and father ad

smoking marijuana and drinking alcohol bef

after going to bed. There was a crib in the hot& parents are charged with felony endangering

child causing death. They were indicated for death by neglect. An intact family services case ig

provide services to the mother and her t hr d

thecae t o the Statebs Attorneybs Office for

Statebs Attorney has not done so.

Prior History Bet ween April 2012 and t he infant @

investigations on the mothémvolving physical abuse; substantial risk of physical injury due to

activity by the motherés boyfriend, the in

the motherds alcohol probl em. A rirebiuaryt 2818 to Oftabg

2013 when it was closed fornanooper at i on. In January 20114

Attorneyo6s Office requesting a petition be

daughters reported the motheras dr i nki ng and passing out

Attorneyods Office did not feel there was er

Child No. 19 DOB 8/96 DOD 6/14 Homicide
Age at death: 17 years
Substance exposer No
Cause of death Multiple gunshot wounds
Perpetrator: Unknown
Reason For Review Child was a ward
Action Taken: Cluster investigation pending
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Narrative  Seventeetyearold boy was shot and killed around 10:30 p.m. He and higeabold
foster brother were about a bloaway from home when a van drove up with unidentified individ
who demanded money from the teens and someone in the van fired shots. The teen was shot if
and pronounced deceased on the scene. His foster brother was shot in the arm amtd Aypelice
investigatonof t he t eenbs nramaidsopeni s unsol ved but

Prior History The teen and his three sisters entered foster care in April 2012 because of co
neglect by their mother. The teen was placed with his godmother aftanHem two other relativ
placements. The teen was stable in her home. He graduated high school in June 2014; he had
he was hoping to start junior coll ege in

condition, died in 2013His sisters are placed with their maternal grandmother and have perma
goals of guardianshifi.he teen had three juvenile arrests, all of which wenessefjlby police. A station
adjustment is an action by pol riwtheutdoiogtacourte mg

SUICIDE

Child No. 20 DOB 6/97 DOD 1/14
Age at death: 16 years
Substance exposer No
Causeof death: Hanging
Reason For Review Child was a ward
Action Taken: Investigatory review of records

Child No. 21 DOB 1/97 DOD 5/14
Age at death: 17 years
Substance exposer No
Cause of death Gunshot wound of the face
Reason For Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Child No. 22 DOB 11/96 DOD 12/13
Age at death: 17 years
Substance exposer No
Cause of death Asphyxiation due to hargg
Reason For Review Chi | d was a ward within a year of
Action Taken: Investigatory review of records
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UNDETERMINED

Child No. 23 DOB 7/13 DOD 8/13 Undetermined
Age at death: 3 weeks
Substance exposec No
Cause of death Sudden Uneplained Death in Infancy
Reason For Review Unf ounded child protection invest
Action Taken: Investigatory review of records

Narrative  Threeweekold infant was found unresponsive by heryZarold mother. The mbier
had fed the infant around midnight and placed her to sleep in her bassinette. The baby awok
5:30 a.m. and the mother fed her again and laid the baby on her chest and they fell asleep. Arg
a.m. the mother awoke to the phone ringinganddc over ed t he baby wasn

Prior History Pri or to the babybés birth, i n March
had abandoned a child for whom she was the guardian by dropping him off with the relative
returning.Investigation showethat the relative had agreed to care for the chile the mother wa
moving. The child went back to the motheg u a r ahie whilétke investigation was pending and
investigation was unfounded for inadequate supervision.

Child No. 24 DOB 6/13 DOD 8/13 Undetermined
Age at death: 2 months
Substance exposec No
Cause of death Undetermined
Reason ForReview Unf ounded chil d protection invest
Action Taken: Investigatory review of rexds

Narrative  Two-monthold infant was found unresponsive by heryE&rold mother. The mothg
had fed the infant at about 3:00 a.m. After feeding her the mother laid on the couch with the baQ
chest and they both fell asleep. When mother awtiiey were both on the floor. The mother and
children were staying at a relativebds home
for death by neglect and substantial risk of physical injury by neglect to thgeareld sibling. The
sibling was taken into protective custody but the case did not pass legal screening. An intag
services case was opened. The mother was not compliant with services and the sibling e
entered foster care and is in a relative foster piace.

PriorHistory I n June 2013, just prior to the inf4g
and reported that the teage mother was homeless and often walked the streets at night with he
because she had nowhere to live. disvalso reported that the mother would call relatives beggin
money because she had no food. Allegations of inadequate food and inadequate shelter were
i nvestigati on. The report was unf ou mehiedbeirg
homeless. She and an aunt reported that mother was in the process of moving to Wisconsir|
been staying with family and friends.

Child No. 25 DOB 1/13 DOD 9/13 Undetermined
Age at death: 7 months
Substance exposec No
Cause of dath: Sudden Unexpected Death in Infancy
Reason ForReview Unf ounded chil d protection invest
Action Taken: Investigatory review of records
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Narrative  Seveamonthold baby was found by his 3@ arold father unrespwsive during a nag
The father had | aid the baby on his back o
bottle on a pillow next to him. When he went to check on the baby, the father found him fac
under the blanket. The father pgzkup the baby and he started to throw up formula. The father
911 and the baby was taken by ambulance to the hospital where he died a short time later. The
been caring for his three children: the infant;-&/2yearold son; and a-4/2-yearold daughter whilg
their 22yearold mother was at work.

Prior History In February 2011 the mother and father were indicated for medical neglect of-t
weekol d son when he failed to gain wei ghnt The
family received intact family services foma@st one year. During that time the parents participate
services. Both children received early intervention therapies in the home and the school district
weekly services. The baby was alseditally monitored by four medical specialisB&x months afte

the familydéds case was c¢cl osed, i n Aug u-3%2yeakold]
daughter walking down street by herself. The investigator discovered that the twdreh had beer
napping with the father.fe girl said she woke up fromherap and | ef t her

while her father and brother were still sleeping. The family ehitwbfed their doors and 4
investigation of inadequate supervision watunded.

Child No. 26 DOB 7/13 DOD 9/13 Undetermined
Age at death: 2 months
Substance exposec No
Cause of death Undetermined
Reason For Review Closedpreventive services case and unfounded child protection investigatiq
withinayearofchil@ s deat h
Action Taken: Investigatory review of records

Narrative  Two-monthold infantwas found unresponsive in a bouncy seat by hgrehFold mother
who reported placing her in the seat 25 minutes earlier. The mother and her two children, tlaadt|
a oneyearold, were visitingthe home of a maternal aunt who had assisted the family in theThas
aunt 6s home was found to be dirty a thdinfantwas]
observed to hava bruise on her face that the gais reported could fia occurredvhen the baby rolle
off the couch ontdahe wood floor or when the I@earold father stumbled while carrying the baby &
hit her face against the wall. DCFS i nv edeathi
by abuse, but indicated for inadequate shelter, environmental neglect, and cuts, bruises, welts b
T h e p d4-neonttoll 8on entered foster care and was placed with his paternal grandfather.
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Prior History Thecouple lived in the homef the 37-yearold maternal grandmother along with the
mot her 6s t hr e ,ageyld, D agdediyears.iThe Imaterrgalggrandmother has a history
child protection invesgations T h e gr an d mo twitkeDC&Sbegamin/Maich/201 eviren
apolice officer took protective custody of the four children, then ages 13, 12, 6, and 3, because
deplorable conditions of her trailer. Custody was allowed to lapse when a maternal aunt agreed
family live with her.During anintact familyservicescase the grandmother explairsdterecently
moved talllinois. The father of the twoldest was in thenilitary and suffered from PTSD anlet father
of the two youngest children had been arrested on a sexeffenl she was divorcing him. Sherkeal
an ovenight retail job to affordhetrailer. The family moved back into the trailaxsnonths lateafter

it wasrepairedThe family also completedMulti-Systemic Therapgrogrambeforetheir case was
closedin May 2011 A year later the grandntieer was unfoundefibr burrs by neglect to he5-yearold
child. Ateen friend of the older children was smoking a cigarette outside and the child accidently
into him. The investigator spoke with collaterals including thet@ocand the former casewenkin
Spring 2012 the Department unfounded two investigations for allegations of environmental negle
Investigatos observed the home to be cluttered but without health or environmental hazards. The
grandmother admitted the home is not alwagaiclashe works long hour$nfant safetywas discusse
with the mother as she, her boyfriemnd their infant solived inthe home. Referrals were made to
communityagendes for assistance. In May 2018 hotline received a report abautsupervised
children The mother was at work and the-yi®arold, whowas supposed to be watching yleainger
children,was asleep when the affien came home after a hdly of school. A neighbarame over,
began arguing with the tegand called the police. Theviestigate visited the homenterviewed the
motheratwork; obtained the police repodnd spoke with the pediatrician before unfounding the re
In June 2013 areventive services case was opened to provide Norman Fundgitpmills. A visit to
the homdn July 2013 found no hazards. The mother, fathwed their children were not seeurithg the
last investigation opreventive services case. Five months after the death another report of
environmental neglect was called in on the grandmother. Theigssh was indicated. The mother
was seeking a new residence and the children lived with relatives while the transition occurred.

Child No. 27 DOB 8/13 DOD 10/13 Undetermined
Age at death: 7 weeks
Substance exposec No
Cause of death Undetermined
Reason ForReview Pendi ng child protection investig
Action Taken: Investigatory review of records

Narrative  Sevenweekold infant was found unresponsive around 7:00 a.m. by here@&ld
mother in a play pen on her lkagn top of soft pillows and covered by a blanket. She was last seel
at 11:30 p.m. when her mother put her to sleep. The mother called 911. Paramedics discovereg
was cold with rigor mortis and some lividity.

Prior History In August 2013n anonymous reporter called the hotline alleging environmental ng
to the +yearohar @Gau ht er . The investigation w
was ultimately unfounded. A similar report by an anonymous reporter had laglenamd unfounded
September 2012.

Child No. 28 DOB 10/13 DOD 11/13 Undetermined
Age at death: 5 weeks
Substance exposec No
Cause of death Undetermined, cannot exclude overlay or suffocation
Reason For Review Indicated child protectioninvesi gat i on wi t hin a yesa
Action Taken: Investigatory review of records
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Narrative  Five-weekold infant was found unresponsive around 5:00 a.m. by higdBold parents
The infant had been sleeping on a qusieged bed between his parenthile his 21/2 yearold sibling
slept at the bottom of the mattress which was placed on the floor. An autopsy could not deter

cause of the infantés death. The report no
the undetermiad cause of death, the parents were indicated for death by neglect because 1
received information about safe sleep. An |

When they | earned they wer e h thedparents expréssed their g
and guilt to their caseworker as well as the emotional stress they were under since learning i
indication. They reported their belief that they were being extra caring by having their son sleep
bed.

Prior Historyy. I n Apr i | 2013, prior to the infantos
f at h geakold sod had suffered partial thickness burns to his body while in the care of hi
mot her (the deceas e ddwsdthatahe lsteprother lefi tme\chld ih thegshaw
unattended, and he turned on the hot water faucet, burning himself. The hot water temperature
130 degrees. A doctor specializing in buri
consistent with the boy 6ganothenfprinadeqae supbBridsos and
police closed their investigation as an accident. Thersper was also indicated for cuts, bruig
welts by abuse to hery@arold son after she aditted to hitting him with a belt and leaving marks
his leg and arm when he dropped a perfume bottle he was not supposed to touch.

Child No. 29 DOB 8/13 DOD 11/13 Undetermined
Age at death: 2-1/2 months
Substance exposec No
Cause of death Undetermined
Reason ForReview Pendi ng child protection investig
Action Taken: Investigatory review of records

Narrative  Two-anda-half-monthold infant was found unresponsive by his-y&arold mother
around 7:30 a.m. Thenfiant was lying in his own vomit on his stomach on a sofa. The baby wz
seen alive at 2: 00 -yaararl.d wdciernl ftrhiee nndo tchhear ndgse
him, and placed him on his side to sleep on the couch. The couple did na betefor the baby
Despite the undetermined cause of death, the mother and her girlfriend were indicated for (
neglect.

Prior History The night before the infant died, a social service agency called the hotline to
concernsabout possile domestic violencend t he mot her ds parenti
investigation of substantial risk of physical injury by neglect. When an investigator went to the hqg
next afternoon to see the family, she learned the baby had diedhBatiother and her girlfriend we
indicated for substantial risk of physical injury to the infant

Child No. 30 DOB 12/11 DOD 12/13 Undetermined
Age at death: 2 years
Substance exposec No
Cause of death Undetermined (pending)
Reason For Review Pendi ng child protection investig
Action Taken: Full investigation pending
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Narrative  Two-yearold child was pronounced dead at the hospital where hgre@gold mother
took her, stating she had stopped breathing. THd blad multiple injuries over multiple planes of |
body and hair loss at the time of her dedhpolice investigation is pending as ischild protection
investigation for death by abuse by the mother and hgredBold boyfriend and substantial risk
physical i njury by -yeabold slaaighterovhavak siting tvegr fathar, dut id 6o
in the care of her mother. The OI G is condJ

Prior History One week bef or e t &leelatives icdlled the hotine adnderned
they had witnessed injuries and hair loss on the child while she was vibiéimyevious weekend\
report was taken against the mother for investigation of cuts, bruises, welts by abuse; it was p4
the time of the chil ddos deat h. An investig
boyfriend, the father, paternal rel ati ves,
where the child was seen the day before she 8teellad been diagnosed with a viral infection, reac
airway disease and alopecia.

Child No. 31 DOB 5/13 DOD 12/13 Undetermined
Age at death: 6-1/2 months
Substance exposec No
Cause of death Undetermined
Reason For Review Indicated child proteain i nvesti gation within
Action Taken: Investigatory review of records

Narrative Six-and-a-half-month-old medically complex infant was found unresponsive at hom
his 3kyearold mother around 8:00 p.m. Emergency services pated him to the local emergen
room where he was assessed and transferred to a hospital with a pediatric intensive care unif
there a few hours later. The baby had a history of Down syndrome and congenital heart defects
been in the hostal for his first five months of life and had only been home for one month befo
death. A child protection death investigation was conducted and the mother was unfounded for
neglect: two visiting nurses reported the mother was properly cérinthe infant; the mother w3
taking him to his medical appointments; an
could given how sick the baby was.

Prior History In May 2013 the mother was investigated and indicated for medical héglber 2
yearold daughter who had been hospitalized for severe eczema with skin breakdown and infect

child was discharged from the hospital t o
followed up with a doctor there, arkde investigator and hospital social worker spoke with the d
about the childbds hospitalizati on. Two ol d

state and the investigator checked on their welfare.

Child No. 32 DOB 2/11 DOD 2/14 Undetermined
Age at death: 3 years
Substance exposec No
Cause of death Undetermined
Reason ForReview Unf ounded chil d protection invest
Action Taken: Full investigation pending
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Narrative  Threeyearold boywas found unresponsive in bed just before midnight by hige2@old
mother. She reported that he had been tired all day and slept most of the evening after 4:00 p.m
took him to her 34earol d Dboyfri enddés home wh eighe The methe
reported the boyfriend was picking up his son with her car when she found her own son unreg
She called him to return home and they took the boy to the hospital where he was cold to the t
pronounced deceased. At autopsy Ity was found to have two healing rib fractures; healing hu
bite marks to his back (possibly adult or child); and bruising to his arms, back, testicles, and a
The boy had been seen by his pediatrician three days earlier for cellulitis (battieriamfection), but
the doctor did not conduct a full body exam. Police and DCFS investigated. Police suspend
investigation without any charges. DCFS indicated the mother for death by neglect; cuts, bruisg
by neglect; and human bites byglect. The boy was an only child. His-88arold father was no
involved in his care. The OI G is conductingd

Prior History In July 2013 a hospital nurse called the hotline reporting the child had bruisés
forehead, his palms, and his chest; and he was pale and lethargic. His mother reported that he
hit by a swing at the park three days earlier and had been vomiting ever since. She also rej
played rough and had hit his head on a table. Dbpartment opened an investigation for cuts, bru
welts by neglect against the boybés mother.
liver and elevated enzymes. The second hospital was not concerned about abuse or trauntadh
the boy for anemia. The maternal grandparents, with whom the mother and child lived, repo
child was very active and that the mother would never harm him. The investigation was unfoung
investigator offered services, but the mother refukenh.

Child No. 33 DOB 4/12 DOD 2/14 Undetermined
Age at death: 22 months
Substance exposec No
Cause of death Acute methadone toxicity
Reason For Review Pendi ng child protection investig
Action Taken: Investigdory review of records

Narrative  Twentytwo-monthold toddler was found unresponsive on the liingm sofa by he
22-yearold mother.The mothereportedshelast @w her child alive at approximately midnigtthen
the child was on the sofa watchingetékion The nother initially reported that she went to bed leaV
the child on the sofa and her two sibkngges 4 and,5n the living room asleeplhe nother avoke
around noon to find thioddlerlifelesson the sofavith abottle of methadonrevithout a childproof cap
next to the child. The methadone had bpesscribed fot h e mdtelderiddsden hus
care The nother called an ambulane&d the child wapronounced dead at the scefibe nother later
recanted her account of going lted and leaving the child on the safiad admitted that she left th
home to party with a boyfriendeavingthe children in the care of her bedridden husbaie. mother
was arrested and charged with child endangerment. She is being electronicallyredowitde the
charges are pending. The mother was indicated for death by neglect to the toddler and for subst
of physical injury by neglect to the surviving siblings. The surviving siblings, who were initially p
in a safety plan with relates, are at home and an intact family services case is open.
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Prior History In September 201iemo t h &yeadaddd daughtewentto school with a red and
swollen eye. The school counselor contacted the hotlineanifiegationof cuts,bruises, wek after
the child reported her mother hit her in the face a bhk.child told a hild protection investigatathat
her cousin hit her and did not state she was hit by her mother. The mother took the child to the d
the request of the investigatd he investigation wasnfounded In February 2014 the same child, we
to school with druise under her eyand stated thdter mother hit her in the eye. When the child wa
guestioned by child protection investigator, she gave several explanatonisd injury, including
being hit by her mother and being hit by Bgrearold sister.The investigation was pending at the tin
of the childbés deat h. It was subsequently U

Child No. 34 DOB 9/13 DOD 2/14 Undetermined
Age at death: 5-1/2 manths
Substance exposec No
Cause of death Sudden Unexpected Infant Death
Reason ForReview Pendi ng child protection investig
Action Taken: Investigatory review of records

Narrative Five-anda-half-monthold infant was found unresponsive around 3:00 a.m. by his 2
yearold mother. The infant was last seen alive around 2:00 a.m. when the mothefdatdwst and
laid him down on his back on the floor nextto her. Hey@&ro | d husband, the
lying on the other side of her. The infant, who had been diagnosed with failure to thrive, was beir
weekly by his doctor to have his weight <chd
half of a pound from the previous visit. The docitao referred the infant to a pediatric cardiologist V
saw the infant at 3 weeks old and ruled out a possible cardiac anomaly suggested prenatally by
ultrasound.

Prior History Pri or t o the infantés birthalnegleciwas e

unf ounded based on an investigatorb6s obser \
with the developmentally delayed parents, the manager of their apartment complex, ait?thedl2
1/2-yearo | d c hi | dr e nabumary pOhdyasother inzestigatioh of en¥ironmental neglect wj

initiated along with allegations of inadequate supervision and inadequate food. Fifteen days latef
that investigation was pending, police called the hotline to report that the motiZ3-weakold father
of the two older children had sex under a blanket in front of the children. A report was taken for
investigation of sexual exploitation. Both investigations were pending when the infant died. The
investigator had made three attemptsde the family at their home and had made an appointment
the mother, but the baby died two days before the scheduled meeting. Both investigations were
ultimately unfounded. The mother and the in
moved three days earlier) was dirty. The manager of the apartment complex where they had live
the home was cluttered, but never dirty to the point of needing to call DCFS; she also did not fing
children ever unsupervised or inappropriately dressady htervention providersvho were in the
home weekly to provide speech and developmental therapy to the two older cliéshiex, seeing the
home in an unsanitary or unsafe condisgon d r eport ed no ¢ onc.aNhieshef
motherand t he ol der childrends father engaged
so in a sleeping bag while the children played and the children were not believed to have witnes

Child No. 35 DOB 10/13 DOD 3/14 Undetermined
Age at death: 4-1/2 months
Substance exposet Yes, marijuana
Cause of death Sudden Unexplained Infant Death
Reason ForReview CIl osed c¢child wel fare services r1ef
Action Taken: Investigatory review of records
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Narrative: Fouranda-half-monthold baby girl was found unresponsive around 8:00 a.m. by &
yearol d friend of his mot he r-gearoldwibling whiesheicnmthar wag
in jail. The friend left the children and her own three childsith two 13yearold babysitters while shi
went out drinking. The baby had been | eft t
returned home around midnight, she fed the baby a bottle and laid her on her stomach wrapped
comforter onhe floor, which is where she found her in the morning. The friend was indicated for
inadequate supervision to all the children because she admitted to being intoxicated when she rq
home and her level of intoxication would have prevented her fronmigeamy of the children if they
woke. The baby girl ds mother was released f
sibling was returned to her care. An intact family services case was opened to provide services t
friend and her chilen.

Prior History In November 2013 the Department received a child welfare services referral from
infantdés pediatricianb6s office. The doctor

marijuana, had missed her initial doctor visitwarker visited the mother and infant at home. The

mot her explained that she had missed the ag
she already rescheduled the appointment and arranged to get there. The mother agreed to allow
docto 6s office to confirm that the appoint me
sl eep, fire, and water safety with the motHh

and the referral was closed.

Child No. 36 DOB 8/13 DOD 3/14 Undetermined
Age at death: 7 months
Substance exposec No
Cause of death Complications of hypoxic encephalopathy (brain not getting enough oxygei
Reason For Review Child was a ward
Action Taken: Investigatory review of records

Narrative  Sevenmonthold baby died six months after suffering brain injury from a lack of oxy,
When she was 15 days old, hergfarold foster mother laid the baby on her back next to her g
adult bed because the baby had cried after being put back bas&nette following an early mornir
feeding. About an hour after they fell asl
unresponsive. The foster mother called 911 and the baby survived, but was severely compron
lived in a nusing care facility until her death. Doctors thought the foster mother may have rolle
the baby, but could not rule out that the

of death was wundeter mi ned ronmeéntal factbrecanma besexciudea
contributing to death. o Following the inju
injuries, and substantial risk of physical injury by neglect. After the baby died, the foster moth
indicated for death by neglect which caused her to surrender her foster care license and resign
job as a preschool teacher at a licensed day care center where she had worked for over 12 year

Prior History The baby entered foster care rightather birth because of a substantial risk of phyg
i njury. T-yearold raothgrdad a-$edrold child in foster care for over two years and
had not been consistent in participating in services to regain custody of him. The child renfiasier
care with a relative.

Child No. 37 DOB 12/13 DOD 3/14 Undetermined
Age at death: 3 months
Substance exposec No
Cause of death Undetermined
Reason ForReview Unf ounded chil d protection invest
Action Taken: Investigatory review of records
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Narrative  Threemonthold infant was found unresponsive by hery2@rold mother around 2:0
a. m. Th e -yeanofd fathe¢r &as at2vark. The mother reported placing the infant on her b
her infant caiier/car seat on top of a playpen turned on its side. There was a blanket under th
another under the babyds head and one cove
blanket over the entire carrier to block the light and cold aireMthe infant was found, she was on

si de. A child protection investigation of
Prior History The Departmentodés involvement with tHh

April 2013, a relative of the infadts f at her al |l eged that she h
earlier when she was 11. A DCFS investigation was unfounded because of an inability to sub
the allegation. Police also investigated and closed their investigation wgtlnsuirg charges

Child No. 38 DOB 4/11 DOD 3/14 Undetermined
Age at death: 2-1/2 years
Substance exposet No, however, mother reportedly used alcohol and marijuana during pregna|
Cause of death Undetermined
Reason For Review Child was a ward
Action Taken: Full investigation pending

Narrative Two-anda-half-yearold ward was found unresponsive lying face down around 6:30
by his 46yearo | d f o0 st e ryearol tbdyfdend The fier mother reported seeing the
alive at 2:45 a.m. wimeshe went to check on him and found him awake watching television and tg
to go to bed. Foll owing the c¢hi Flf2§esrold sster werd
removed from the home. They are in a foster home where they are dolrandehe foster parent
pursuing adoptionT he Depart ment did not conduct a cHh
A foster homeitensing investigation was conducted and the agency is recommending revoctim
fosterlicenaerTénret @4 G i s conducting a fulll i nve

Prior History The child and his twin brother were removed from theiy@d4ro | d mot h e |
placed with the foster parent in August 2011. The mother had been receiving inthcistmices for
two months but became overwhelmed and did not want to care for her sons any longer. Thg
visited the children irregularly. Their sister joined them in foster care in January 2013 when their
was indicated for inadequate food anddequate clothing for the child.

Child No. 39 DOB 3/14 DOD 4/14 Undetermined
Age at death: 1 month
Substance exposet Yes, marijuana
Cause of death Undetermined
Reason ForReview Pendi ng chil d protection investig
Action Taken: Investigatory review of records

Narrative =~ Onemonthold infant born prematurely with sepsis and respiratory issues was
unresponsive around 8:20 a.m. by her mother. The infant was last seen alive around 3:00 a.m.
was fed anc hanged. T hyearold father snioked mazijBana around 1:30 a.m. The cd
was staying overnight in a motel with the infant. The family slept together in esizied bed with thg
infant on one end of the bed and the father lying on the otliter the mother lying in the middle. Th
infant was found lying face up. The infant had been delivered by cesarean section at 33 weeks
of placenta previa. She spent the first three weeks of her life in the hospital and had been di
weighingfive pounds only five days before her death. The parents were indicated for death by
The mother was also indicated for substantial risk of physical injury by neglect to her other two ¢
ages 21/2 and 4 years, who were already living withtarnal relatives by private agreement.
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Prior History Hospital staff called the hotline while the infant was hospitalized because of cq
that the mother smoked marijuana while she was pregnant and the parents appeared to be
influence of majuana on two occasions when they visited the infant. A report was taken agai
parents for substantial risk of physical injury by neglect. The investigation was pending when th
died; it was subsequently indicated. When the baby was dischizioge the hospital, he was living wi
his mother in his maternal grandparent so K
discussed safe sleep with the mother, and received the assurance of the maternal grandparent
would help cee for the infant. The investigator had documented his plan to refer the mothe
substance abuse assessment and for intact family services.

Child No. 40 DOB 12/13 DOD 5/14 Undetermined
Age at death: 5 months
Substance exposec No
Cause of dah: Undetermined (with caleeping)
Reason For Review Open i ntact family services case
Action Taken: Investigatory review of records

Narrative Five-monthold infant who was born prematurely at 32 weeks gestation was
unresponsive by his 48earold father around 10:15 p.m. The father had laid on his back on a
with the infant | ying face down on a pillo
thethirtyt wo year ol d mot hteerfitdorthelceuple nt h chi | d, b
Prior History An intact family preventive services case was open from December 2011 to
2012. The mother had called the hotline asking for help with her 10 apdat8ld daughters whor
she felt were out of control. Tloase closed when mother told her worker she no longer wanted se
In March 2013 a nurse contacted the hotlin
yearold and 9year old daughters by their 4/&arold brother. The sexual abusepoet was indicate(
against the 1yearold who went to live with his grandmother, and an intact family services cas
opened. The mother was compliant with services: she had completed parenting classes, and th
were involved in counseling. THeepartment provided the mother with two infant cribs for her yg
children. While the intact family services case was open, a school counselor contacted the h
February 2014 with an allegation of cuts, bruises, welts by neglect to theatdld child after shq
arrived at school with a-iich laceration below her eye that she said a cousin caused. The inves
was unfounded. The intact family services case remained open until August 2014.

Child No. 41 DOB 1/14 DOD 5/14 Undetermined
Age at death: 4-1/2 months
Substance exposec No
Cause of death Undetermined
Reason ForReview | ndi cated chil d protection invest
Action Taken: Full investigation pending
Narrative  Fouranda-half-monthold infant was found unresponsive lying on her side by her
yearold caretaker cousin around 1:45 in the afternoon. The infant had been napping in her m
crib which was a gardening wagon lined with blankeke OIG is conducting a full investigation this
chil dbés deat h.
Prior History In February 2014 the Department investigated a report that theak®ld mother wag
homeless and not properly caring for the infant, then 7 weeks old. The Department put a safety
place for the infantto stawi t h t he mot herds cousin unti/l
however, the case was never opened and the
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Child No. 42 DOB 4/14 DOD 6/14 Undetermined
Age at death: 7 weeks
Substance exposec Yes, opiates
Cause of death Undetermined
Reason ForReview Pendi ng child protection investig
protection investigations within
Action Taken: Full investigation pnding

Narrative  Oneandhalf-monthold infant was found unresponsive around 2:00 p.m. by hige2a8
old mother. The mother had stayed overnight in a motel with her boyfriend;li2y&arold daughter
and the baby. The mother reported that shefdaisthe baby at 2:00 a.m. and went to sleep with hi
the bed at 4:00 a.m. Her boyfriend, who slept on the couch, woke her up at 7:00 or 8:00 a.m. be
noticed milk coming out of the babyds nok0®
p.m. when she woke up and left to run errands with her daughter, asking her boyfriend to stay
baby. When she returned around 2:00 p.m. the baby was cold to the touch. The mother was ind
a pending investigation for substance misusenbéglect to the deceased and for substantial ris
physical injuryby neglect to her surviving children. Two of the children are with their father and tv
in foster care with their paternal grandparefitse OIG is conducting a full investigationfh i s
death.

Prior History There was a pending child protectio
because he tested positive for opiates at birth. DCFS allowed the baby to be discharged to th
who was staying at a sheltertivitwo of her children, while her other two children were staying
their father. Before a case was opened to provide intact family services, the mother left the
August and December 2013 investigations of neglect to the children by their metkarnfounded.

Child No. 43 DOB 7/13 DOD 6/14 Undetermined
Age at death: 11 months
Substance exposec No
Cause of death Sudden Unexpected Death in Infancy with a history edleeping
Reason For Review Indicated child protection investigatn  wi t hi n a year of
Action Taken: Investigatory review of records

Narrative  Elevenmonthold infant was found face down in a quesred bed around 10:15 a.m.
his 20yearold mother and 23earold father. He was last seen alive at 3a0. when the mother fqg
him and laid him back in bed with her, the father, andl&4yearold sibling. The infant had not seern
doctor since he was one month old despite being told to follow up for risks associated with pren
as he had been boat 29 weeks gestation. Thel/P-yearold sibling also had not seen a doctor si
she was two months old. The parents were indicated for death by abuse (apparently an err
rationale for the indication described neglect and recommended the bepdicated for death b
neglect) and substantial risk of physical injury to the sibling. An intact family services case was
and a court order of supervision was entered.
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Prior History In May 2011 the Department investigated a report thantbeher, then 17 years ol
was not properly caring for herrBonth old child. The investigation was unfounded, but a casq
opened for preventive services. That chil
involvement with DCFS was in JuB013 when a hospital social worker called to report no one had
to the hospital to visit the deceased until eleven days after his birth. Once the parents visited,
loud arguments causing security to be called. The father was indicated f@nsabsisk of physicaj
injury by neglect. DCFS provided the family with a pank play and a car seat. The family was offe
services but they refused them. The Stateb
and DCFShadnofurthe i nvol vement with the family unt

Child No. 44 DOB 4/13 DOD 6/14 Undetermined
Age at death: 14 months
Substance exposec No
Cause of death Pending

Reason ForReview Pendi ng chil d protecti omrathi nvestig
Action Taken: Full investigation pending
Narrative Five-monthold twin baby girl was discovered unresponsive by heyekfold mother

around 10: 00 a.m. The mother and twins had
7 months pegnant, slept on a blanket on the floor with the twins. The mother last saw the baby gi
around 5:00 a.m. when the baby woke her with her movement. She placed the baby back on the
next to her and went back to sleep. She awoke around 9:3@radrher twin baby boy was awake. SH
made a phone call, brushed her teeth, and fed the baby boy a bottle. Around 10:30 a.m. she rea
didnét hear the baby girl breat hi n @ childprotedtian g
investitpt i on of the infantés death is pending.
baby born in August entered care following her birth.

Prior History A May 2013 report of substanti al ris
infants, who were hospitalized at the time, was unfounded. The mother was offered services bu
them. A June 2014 report of medical neglect to the infant was pending at the time of her death.

Child No. 45 DOB 11/13 DOD 8/14 Undetermined
Age atdeath: 8 months
Substance exposec No
Cause of death Pending
Reason ForReview Unf ounded chil d protection invest
Action Taken: Pending

Narrative  Eightmonthold infant died in the hospital a few days afteingeremoved from lifg
support. In June 2014 the infant was taken to a hospital in critical condition and was admitte
Pediatric Intensive Care Unit where he was placed on life support. The infant was diagnog
multiple intracranial hemorrhageST scans showed both ol d and
yearold boyfriend, who was babysitting the infant and two of his three siblinged#old twin boys),
reported that he heard the baby crying and found one of the twins in the cribeitifiatiit. He said h
picked up the infant and took him into another room where he lapsed into unconsciousness. Aut
coroner findings are pending and police a
siblings, who were initially in a safy plan, entered foster care in July. They are placed with relativ
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Prior History In March 2014 a caseworker called the hotline to report that hgedld client, who
had untreated mental health issues and had lost custody of her own chilijingai;m the home ang
babysitting the children while their 24&arold mother went out all night. The reporter said the h
was filthy and smelled of marijuana. A report was taken for substantial risk of physical inju
environmental neglect. The map was unfounded because the investigation showed that the bak
had not been left unsupervised with the children and while the home was cluttered, it was not un

ACCIDENT

Child No. 46 DOB 9/10 DOD 7/13 Accident
Age at death: 2-1/2 years
Substance exposec No
Cause of death Drowning due to probable febrile seizure

Reason For Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records
Narrative Two-anda-half-yearold boy drowned in the bathtub while he and higedrold sister

were in the car gearolfl boyfrrerdiwhile tmedr 23ear ol moth&r vas at scho
Investigation showed that the boy had urinated in his clothes so the boyaieadath and put him
the bathtub. The boyébés sister called from
she had to use the bathroom so he brought her back into the bathroom with him and was helping
the toilet when they nimted the boy flailing in the bathtub. The boyfriend was indicated for inade
supervision and death by neglect for leaving tHEZyearold unattended in the bathroom. Relati
and an early intervention provider described the boyfriend as a loviegiwer to the children.

Prior History In October 2012 a relative called the hotline to report that the mother, who live
her children in an apartment in a building with other relatives, locked her children in their beq
several nights a vek and went out until 3 or 4 in the morning. An investigator went to the hom
found that the mother and children lived on the upper floor of sstary home. There were no locks
the childrends bedroom door s. ng thenighard @areaunt
lived in the home said she would have heard the mother if she was coming or going. The inve
was unfounded for inadequate supervision.

Child No. 47 DOB 5/13 DOD 7/13 Accident
Age at death: 2 months
Substance exposed No
Cause of death Positional asphyxia due to abnormal sleeping position in an infant car seat

Reason ForReview | ndi cated chil d protection invest
Action Taken: Investigatory review of records
Narrative Two-monthold infant was found unresponsive in his car seat by hige@gold father.

The father and 28earold mother were sleeping on a couch in the same room as the infant. The
was homeless and had been staying with various fried@sb@by was last seen alive when he wag
at 3:00 a.m. DCFS investigated and the parents were unfounded for death by neglect.
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PriorHistory I n July 2012 a relative c¢al |l #gedrolddaaeghte
had a black eye aridhot on her forehead. The relative took the child to the emergency room wher
scan was performed and showed no other injU
her high chair, the type that straps to a regular chair. Whilehilek was secured in the high chair,
high chair was not strapped to the adult chair. Emergency room staff opined that falling from th
could account for the injuries. The parents and grandparents reported that the child lived primal
her gandparents and the parents were going to give them guardianship, a process that was star
the investigation was closed. The mother was unfounded for cuts, bruises, welts, but both pare
indicated for environmental neglect based on the tiomdof the home in which the accident took plal

Child No. 48 DOB 6/04 DOD 7/13 Accident

49 9/00 7/13
Age at death: 9 and 12 years
Substance exposec No
Cause of death Drowning

Reason For Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records
Narrative Nine and 12yearold brothers drowned while wading during the day in a river with {

7-yearold brother and l-yearold cousin. The river was shallow but had many drop offs and
believed the boys walked into a drop off. The cousin was able to saveyffzeadld boy and then ra
for help. The brothers, neither of whom could swim, were recovered later that day byweskeies.
The two surviving children received counseling.

Prior History In the year prior to their deaths, four reports were made to the hotline by

personnel because of concerns about t hentscThé
investigations were unfounded for inadequate supervision and substantial risk of physical injury
of insufficient evidence. The children were engaged in services to address their behavior.

Child No. 50 DOB 10/95 DOD 7/13 Accident
Age at death: 17 years
Substance exposec No
Cause of death Multiple injuries due to automobile mishap
Reason For Review Child was a ward
Action Taken: Investigatory review of records

Narrative Seventeetyearold ward was killed in a traffiaccident. The ward was returning to

group home following a visit with his mother and grandmother in a neighboring state. He wa
driven by a group home employee who was unharmed. A woman driving another car ran a |
while reading a text;re crashed into the passenger side of the automobile at approximately 60
hour. The woman was charged with reckless homicide and criminal recklessness with a vehicle
2014 she pleaded guilty to reckless driving and received a sentence mbrgths electronic hom
monitoring.

Prior History The teen became a ward in January 2012 after he was locked out of his homg
mot her because she and the childds three s
behavior, theéeen was placed in a group home where he lived until his death. The teen was doing
his group home and his relationship with his family had improved.
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Child No. 51 DOB 6/13 DOD 9/13 Accident
Age at death: 2-1/2 months
Substance gosed: No
Cause of death Anoxic brain injury due to positional asphyxia

Reason For Review Unf ounded child protection invest
Action Taken: Investigatory review of records
Narrative Two-anda-half-monthold infart, born prematurely at 30 weeks gestation, was fd

unresponsive after being placed to sleep on his back on an air mattress witleqi®ld brother. Hig
30-yearold father slept on the floor next to the mattress. Thgez?old mother, who had beefesping
elsewhere, awoke at 4:00 a.m., checked on the baby and found him unresponsive. He had rq
onto his stomach with his face in one of the air mattress grooves, leaving him unable to brea
family had a crib in the home, but the paremfsarted the baby had not been sleeping in it becau
bed bugs. Both parents were indicated for death by neglect to the infant and unfounded for s
risk of physical injury to the-yearold sibling.

Prior History In May 2013, the Fearold suffered a burn on his leg that he reported he got |
ironing his school clothes at his auntodos d
was in the hospital for bed rest because of preterm labor. DCFS investigated and discovitre cuing
brought the boy to the hospital to show his mother the burn. The investigator verified that the
had hospital staff look at the burn and give instructions to treat it. The aunt was indicated for ing
supervision and burns by neglethe mother was unfounded for medical neglect.

Child No. 52 DOB 3/11 DOD 9/13 Accident
Age at death: 2-1/2 years
Substance exposec No
Cause of death Multiple injuries due to vehicle striking pedestrian
Reason For Review Child was a wat
Action Taken: Investigatory review of records

Narrative Two-anda-half-yearold child was struck and killed by a hit and run drunk driver
ran a stop sign. The girl had been walking to daycare with hge&®ld great grandmother and h
oneyea-old brother. After hitting the child the car slammed into parked vehicles. Tiyedtold
driver tried to run, but was apprehended by police officers who were in the area. The driver was
with reckless homicide and aggravated DUI. The driver naesria custody pending trial.

Prior History The deceased entered foster care following her birth and had lived with her
grandmother her entire life. Her two older sisters and her younger brother also lived in the hom
the parents visit thehildren, they have not successfully participated in services to address one
older children suffering three fractured ribs at the age of 4 moriths. parents have a history
domestic violence and substance abuBke Department is pursuing pemescy for the children wit
the greaigrandmother.

Child No. 53 DOB 12/04 DOD 10/13 Accident
54 8/11 10/13
Age at death: 8 years & 2 years
Substance exposec No
Cause of death Spinal injuries du¢o blunt force trauma;
Massive head injuries due to blunt force trauma
Reason ForReview Pendi ng child protection investig
Action Taken: Investigatory review of records
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Narrative Eight and 2yearold siblings were killedn a car crash on a highway. Their-g&arold
mother was also killed; their 5 andy6arold siblings were seriously injured; and their-ygsarold
father was injured. A van crashed into thaeae
highway around 5:30 in the morning. The children were not properly restrained in the vehic
father, who was driving, had a blood alcohol content of .10. A police investigation did not find ar
wrong with the vehicle to explain why it stopped the highway. The father was charged with driy
under the influence. He was indicated for death by neglect to the two deceased children and heg
by neglect to the two surviving children, who are in foster care. One child is placed with realg
greataunt and the other is in a licensed placement with a foster parent trained to manage he
needs as a result of the accident. The father is participating in services and the girls have a
permanency goal of return home in five mwt

Prior History The parents were indicated in 2010 for death by neglect after thengold son died
from asphyxiation from csleeping in an adult bed with them after the father drank alcohol arj
mother smoked marijuana. Ay2arold wasalsa n t he bed. The babyods
domestic violence between the parents two days earlier in which the mother was arrested. The
entered foster care and three months later, in January 2011, the court returned them homé
supervision order. After completing assessments and services requested of them, the parents
guardianship of their children in July 201
mot herds deat hs, t her e itatadsin Septemlzen 2D13n wgheni the ard
brought their 2yearold son to the emergency room with scratches and bruises to his face th
all eged occurred that day at day car e. The
investgation was unfounded because it could not be determined how the child obtained the in|
who was responsible for them.

Child No. 55 DOB 9/13 DOD 11/13 Accident

Age at death: 6 weeks
Substance exposec Yes, marijuana
Cause of death Asphyxia due to overlay

Reason For Review Open i ntact family case at time o
Action Taken: Investigatory review of records

Narrative Six-weekold infant, born prematurely with medical complications, was fd

unresponsive in the mormrby his 22yearo | d mot her . They had spe

home and slept together on a twin mattress on the floor along with the friend andrhentb®Id
toddler.

PriorHistory The i nfant was the mot hdeherdnsandf marnijusarta dusid
her pregnancy. The infant spent the first three weeks of his life in the hospital. The moth
investigated and indicated for substantial risk of physical injury and an intact family services c4
opened to engage theother in substance abuse treatment. The mother and infant were living W
mot her 6s grandmother and DCFS had provided

Child No. 56 DOB 7/13 DOD 12/13 Accident

Age at death: 4-1/2 months
Subsance exposed No
Cause of death Asphyxia due to face down in soft bedding
Reason For Review Split custody (sibling in foster care)
Action Taken: Investigatory review of records
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Narrative Fouranda-half-monthold infant was found unresponsive bysHB6yearold father
around 7:00 p.m. At 5:00 p.m. the-gdarold mother had laid the baby down for a nap on an adul
propped up on a pillow, supported by two other pillows on each side of him and a comforter o\
The baby had been to the doctarlier in the day because of trouble breathing. He was diagnose
bronchitis, given a breathing treatment, and prescribed an antibiotic.

Prior History In June 2013 the mother locked heryEarold son out of the home because of viol
and crimiral behavior and fear for the safety of her 5 ang@rold children. During the investigatig
the mother consented to the teen returning home with community services in place and an inve
of lock out was unfounded. In September 2013 the moth&edbthe teen out again when his acti
placed her younger children in danger; he was not participating in services; and she was at risk
her housing because of his behavior. The t
petitionand the mother was unfounded for lock out.

Child No. 57 DOB 11/13 DOD 12/13 Accident

Age at death: 5 weeks
Substance exposec No
Cause of death Asphyxia due to overlay due to-steeping
Reason For Review Unfounded child protectiomive st i gati on within a
Action Taken: Investigatory review of records

Narrative Five-weekold infant was found unresponsive around 3:00 a.m. by hegre2fold
mother. The infant was last seen alive around 10:30 p.m. when she wabdedaby had been put
sl eep on her back on her motherés stomach |
the babyon the bed face dowlying in vomit. There was no crib or heat in the home (the family
moved since the prior invegation). The mother tested positive for marijuana and thgeétold father
refused to take a drug test. The infant had not been taken to the doctor since her birth. The pan
indicated for death by neglect and inadequate shelter to the infdrfblaaubstantial risk of physic
injury and inadequate shelter to the mothe
custody of the Department. The mother engaged successfully in services and her children were
to her care in Neember 2014. The court case remains open and a caseworker is monitoring the f
Prior History I n May 2013 pat er n ail/2yeardldaand 4yearsld halfsiblings
called the hotline alleging substantial risk of physical infjorthe 4yearold child who had been stayir
with the relatives for a couple of weeks, but whose mother wanted him to come home. An invd
spoke with a paternal aunt , t he mot her, an
children who appeared to be in good health. The investigation was unfounded.

Child No. 58 DOB 1/11 DOD 2/14 Accident
Age at death: 3 years
Substance exposec No
Cause of death Carbon monoxide toxicity due to inhalation of products of combuaistio
due to a house fire

Reason ForReview Unf ounded chil d protection invest
Action Taken: Investigatory review of records
Narrative Threeyearol d child was found unresponsiund

8:00 p.m. by fire department personnel who responded to a fire in the residence. The child was
emergency personnel to the hospital where emergency room staff were unable to revive hiymaA
old sibling was babysitting the child while thenother was at a hair appointment. Fire and pg
investigation revealed that there were no smoke detectors in the home. A lighter was found on g
and investigators could not rule out a child playing whth lighteras the cause of the fire.
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Prior History: In November 2013 a friend/neighbor called the hotline to report that the mother
drinking problem and sold her LINK card to buy alcohol leaving little to no food in the home. Sh
alleged that the mother allowed heryiegarold son b smoke marijuana in the home. A report was t3
for investigation of substantial risk of physical injury by neglect. The mother denied the allegatid
showed the investigator food in the home. Theyddrold boy admitted to smoking marijua
occasimally, but did not believe his mother knew. He denied smoking in the home. The repd
unfounded and the investigator mailed the mother a list of community resources, including su
abuse services that could benefit her son.

Child No. 59 DOB 1113 DOD 2/14 Accident
Age at death: 3 months
Substance exposec No
Cause of death Asphyxia due to caleeping with an adult on a couch

Reason ForReview Unf ounded chil d protection invest
Action Taken Investigatory review of records
Narrative Threemonthold girl was found unresponsive by her-ydarold mother around 1:3

p.m. The mother went to sleep with the infant on a couch around 4:00 a.m. after a night of drin}
playing cards. The motin had a bassinette upstairs in her residence, but reported that she, the inf
her 4yearold daughter regularly slept on the sectional couch downstairs because of shots firg
neighborhood that had entered the upstairs of her home. DCFSigates and the mother wj
indicated for death by neglect because she admitted to drinking alcohol prior to sleeping with {
and when the police responded she had a blood alcohol content of .035. The mother was re
community services and erggl in substance abuse treatment and grief counseling.

Prior History | n December 20 indntholt $oe diech whild steeping in red with K
26yearol d f at her ayedrohdsgifatherésd27The babgyt
prone position and esleeping with adults. The father was caring for the baby boy while the mothd
at the hospital with her daughter who was having outpatient surgery. DCFS investigated and ur
the father and his girlfriend.

Child No. 60 DOB 10/10 DOD 3/14 Accident
Age at death: 3 years
Substance exposec No
Cause of death Thermal injuries due to apartment fire

Reason ForReview Unf ounded chil d protection invest
Action Taken: Invedigatory review of records
Narrative Threeyearold child died in an apartment fire. The child and her twin were in

bedroom playing when the child set a mattress on fire with a lighter. The twin alertedyear8tl

mother to the fire and the rireer ran into the bedroom and tried to push the mattress out of the wi
but opening the window caused the flames to spread. The mattress had been propped up
wi ndow because it had bed bug-gearolddaghtaramnd 8menth,
old grandson made it out of the residence, but the mother could not find the child, who was lat
by firefighters on the fl oor near t he wi-yedrd
old daughter was at school aetlime of the fire. There was a smoke detector in the hallway @
apart ment buil ding, but it was not wor kin

indicated for death by neglect. She reported that she had repeatedly admonished tret thifday
with lighters. However, she left the child unattended in a room with access to a lighter. She 4
indicated for substantial risk of physical injury to the surviving twin. The children were removeq
t he mot her 6 s c u sntafoster home thgetlyer aad have a doal of eetlirn home.
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Prior History In April 2013 an anonymous reporter called the hotline to report that she had foy
2-yearold twin girls outside unattended around 5:00 p.m. A report was taken for inviestigdt
inadequate supervision. The mother was unaware that the children were outside because every
home had been napping. The mother agreed to install safety chains in the residence to which 1
soon moving. The mother was indicated fordequate supervision and was referred to commi
services. In December 2013, the roustodial father of the twins called the hotline alleging the chil
were inadequately fed and supervised. The investigator observed food in the home and talked
19yearold siblings who reported caring for their younger siblings when their mother was not
The father admitted to making up the alled
visitation with his children. The report was unfounded.

Child No. 61 DOB 2/14 DOD 3/14 Accident
Age at death: 4 weeks
Substance exposec No
Cause of death Sudden Unexplained Death in Infancy whilesteeping
Reason For Review Unfounded child protection investigation within a year ofdlols de at |
Action Taken: Investigatory review of records

Narrative Twenty-eightday-old baby was found face up, unresponsive at 8:00 a.m. in harasl]
old parentsd bed. The baby had been sl e e#ftern
the 3tyearold father fed the infant, he handed her to the mother who placed the baby face up in
between herself and hery@aro | d daughter, who was Vvisitindg
the bed. The mother reported that whilee normally placed the baby to sleep in her bassinet, sh
tired that night so she placed the baby ne
autopsy noted fiasphyxia due to the s oydanndi ks
completely ruled out. o Both parents were inrf
after receiving a handout from the babyoés
mot her 6 s s e c o nndontleold isdn diedtin@008 from myodardifis, a natural death.

Prior History The mother has a history with DCFS dating to June 2011. In July 201112y 8ar
old daughterandgearol d son entered foster car e b datharl
The children were returned to their father
the mother and the fatherdéds girlfriend got
visitation. DCFS investigated and unfaled the mother for substantial risk of physical injury
neglect.

Child No. 62 DOB 8/10 DOD 4/14 Accident
Age at death: 3-1/2 years
Substance exposec No
Cause of death Smoke nhalation and thermal burns
Reason For Review Openintet f ami |y services case at ti
Action Taken: Investigatory review of records
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Narrative Threeyearold girl died from smoke inhalation and thermal burns sustained in a f
her famil ybés home amiAbargepin teexhonm avds ablleyto rds@ie gdd s
sister from the first floor living room where the twins slept. give could not be located because of

intense smoke and fire emanating from the room. gheg 3R-yearold mother, whon the boarde
reportedwasintoxicated, escaped through a second floor window.3Bhgearold father was not homd
t h e g iyeadold sistedvBas out of town visiting her grandmotteerd her older brothdived with

his maternal grandparents. At the time of the fire theehbad been without electricity for two wee
The barder reported that the parents were using the stove to heat the home and a lit candle W
on the first floor.A fire department investigation was unable to determine the origin of theTlfies
mother was indicated for death by neglect and substantial risk of physical injury to the su
children. They are in relative foster care.

Prior History In July 2012 an intact familservicescasewas opened after the mother armbr
husbandvere indcated for substance misuse and inadequate supervision t h e  medrdideson
and his 12yearold friend because they allowed thémconsume alcohol and joined the youths in us
crack cocaine. While the intact familservicescase was operfour additional hotline calls wer
accepted for investigation. In August 2013 the parents were investigated for burns 8ytwspld
daughter. The case was unfounded after the investigation determined that the child suffered
infection and was reogng medical care. In September 2013 the mother was investigated for inad
supervision. She was indicated after an investigation revealed th&yearold daughter was lef
unattended in the familyds bac kywayrldJaeruary20Mhe
parents were investigated for allegations of inadequate food and substance misuse. The inv
determined that there was adequate food and3hyearold child denied that her parents had provid
her with alcohol.The family 6 s casewor ker saw the family
parents had not been participating in services and three days before the fire the casewd
completed the paperwork to request a petition for a temporary custody hearing.

Child No.63 DOB 11/13 DOD 5/14 Accident
Age at death: 5-1/2 months
Substance exposec No
Cause of death Overlaying due to caleeping inanadult bed

Reason For Review Open i ntact family services case
Action Taken: Investigatory review of records
Narrative Five-monthold baby was found unresponsive by hisy2@rold mother who reporte

thatthe grandmother, who was spending the night brought the infant to her in bed with a bottl¢
5:30 a.m. She fed the baland fell back to sleep. When she awoke, she found her son cold an
Law enforcement and DCFS investigated the
t he i nfyearold father, 3v@s in the home despite a no contact order daeptior domestid
violence incident; the husband was in the twin bed with the mother and infant; and the mot
husband had engaged in drug use. The mother was indicated for death by neglect to the if
substantial risk of physical injury to h2ryearold son. The husband was indicated for substantial
of physical injury to the deceased and hige2rold stepson. The boy was initially placed in a saf
plan with his father, but then was removed and placed in a traditional foster homé. & inei
caseworker had provided the mother with cribs for both children.

Prior History The hotline was called in October 2013 when the mother was eight months pi
with the deceased. Her husband beat her nearly unconscious. He was arrestechandaopérate
with criminal proceedings. The husband pleaded guilty to aggravated domestic battery and w4
until January 2014. He also was indicated for substantial risk of physical injury by neglect to-h
son. An intact family services casas opened. The mother and her child moved in thighgrandfathe
until she secured her own housing. The mother lied to her worker about her contact with her hus
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Child No. 64 DOB 4/11 DOD 6/14 Accident
Age at death: 3 years
Substane exposed: No
Cause of death Drowning
Reason For Review Child was a ward
Action Taken: Investigatory review of records

Narrative Threeyearold ward was found floating face down in a swimming pool in his fq
famil yds backyarlde suppbda and died twelveadays ldter.oThe boy and his f
mot herds adopted children, ages 8 and 9, w
bathroom in the house. When she got out of the bathroom she talked to her husband, ju$togloéten
home from work, for a few minutes and then
forhimand her&earol d daughter found him in the 4 f
visit five days earlier. A ladder the pool had been left in place. They&arold foster father pulled th
child out of t he -pearold foseemddughteh eho evas bging ¢rabned as & G
performed CPR on the boy until an ambulance arrived. The foster mother wasemhdaadeath by
neglect to the boy and inadequate supervision of the boy and her two young children. She has
the findings. The foster mother had been licensed for over six years and had adopted three
through DCFS.

Prior History The by was placed in the foster home in January 2012. He had been removed f
19yearol d parentsd care in November 2011 foll
living. A machine gun was found on the floor of a room where the boy wasimgavdrugs and
ammunition were also discovered. The father was arrested and the mother was uncooperat
parents were indicated for substantial risk of physical injury by abuse. The child had a permane
of substitute care pending court deteration on termination of parental rights. His foster par
wanted to adopt him.

Child No. 65 DOB 11/97 DOD 6/14 Accident
Age at death: 16
Substance exposec No
Cause of death Drowning
Reason For Review Child was a ward
Action Taken: Investigatory review of records

Narrative Sixteenyearold ward left his group home without permission and went to the
beach with friends. He dove into deep water in adlowd area of the beach and did not resurface.
friends dove into thevater and pulled the teen out. They called 911 and conducted CPR. Eme
personnel responded but were unable to revive the teen who was pronounced dead upon arr
hospital. The teends casewor ker hrétd vist lEsesister thi
day at her father6s home. 1
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Prior History The ward entered the custody of DCFS in April 2014 after being abandoned

mother, who moved out of their apartment without telling him where she was relocating. The pd
history of altercations with each other dating to at least August 2013 in which the police and DC
called. The mother was indicated for cuts, bruises, welts and human bites to the teen and subst
of physical injury to her 1§earold daughterThe integrated assessment completed a month befo
teendbs death noted a poor prognosis for th
and could not be located by caseworkers. The mother had stated that she did not wantdrexieacid
did not want to raise the deceased. In June 2014 the mother was charged with abandonmer
b o y 6-eardldsister went to live with her father. At the time of case closing in August 2014, t
lived with her father and visited weeklyittv her mother.

NATURAL

Child No. 66 DOB 10/12 DOD 8/13 Natural
Age at death: 10 months
Substance exposec Yes, cocaine
Cause of death Myocarditis
Reason For Review Child was a ward
Action Taken: Investigatory review of records

Narrative Tenrmonthol d baby died in the NICU after
foster parents had taken her to the emergency room the day before because of a possible eal
She was treated and sent home. They returned to thgemagmroom the next day because the baby
having trouble breathing. At autopsy the baby was found to have Myocarditis: inflammation of th
muscle, usually caused by a virus. Symptoms of Myocarditis may be subtle, making diagnosis
and itcan lead to sudden death. The foster parents wanted to adopt the baby.

Prior History The i nfant was her mother 6s f i-é&xpobed.Sh
was taken into custody right after her birth. Three siblings had already bepteddnd the mothg
surrendered her parent al rights to the fo
expedited termination of the motherds pare
substancexposed infant. Her ftar parents wanted to adopt her.

Child No. 67 DOB 9/98 DOD 8/13 Natural
Age at death: 14-1/2 years
Substance exposec No
Cause of death Bronchial asthma
Reason For Review Pending child protection investigation; closed preventiveicease
Action Taken: Full investigation pending
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Narrative  Almost fifteenyearold boy was taken to the hospital by ambulance and be
unresponsive in the emergency room where he died. Earlier that day the teen had been havirn
breathing andjave himself a nebulizer treatment. According to hiyd@®-old mother, he did not finis
the treat ment, saying he felt better. He |

called the teends mot her that kencoulshinat breathes The mdtherr
indicated for death by neglect to the teen because of a documented history of not following throy
aftercare treatment for her sonds ast hma, [
una\ailable to pick up her son after he was hospitalized from asthma attacks. She also was indi
medi cal neglect of one of the teends sibli

four surviving siblings. The mother was offeriathct family services, but she refused them. DCFS
protective custody of the children and the court awarded the Department temporary custody. Th
conducting a full i nvestigation of this chi

Prior History The family has a historwith DCFS dating to 2006 when the Department indicated
mother for burns by neglect to herydarold child. Eight child protection investigations occur
between May 2012 and August 2013, with seven of them being indicated against the motheeéb
allegations. The mother consistently refused to participate in intact family services, but voluntari
arrangements for her children to stay with family members for extended periods of time.

Child No. 68 DOB 12/06 DOD 8/13 Natural
Age at death: 6-1/2 years
Substance exposec No
Cause of death Complications of cerebral palsy
Reason For Review Open i ntact family services case
Action Taken: Investigatory review of records

Narrative  Six-anda-half-yea-old medically complex girl died in the hospital after being taken t
by ambulance with symptoms of diarrhea, vomiting, and a high fever. DCFS conducted an inve;
for death by negl ect and subst an ster.Medical pesstinng
reported that the mother had been attending appointments for the girl who appeaatadetor af
death despite her being ill. The investigator verified that the girl and her twin, who was also mg
complex, were lastseeha t he doctor two weeks before th
The investigation was unfounded.

Prior History | n May 2013 one of the sistersdd med

sisters were underweight and had misseveral doctor appointments. They@2rold mother reporte
having transportation issues, though she had been offered transportation assistance. The m
indicated for medical neglect and the investigator referred the family for intact famvilgesewhich thg
mot her was participating in at the time of

Child No. 69 DOB 8/13 DOD 8/13 Natural

70
Age at death: 16 days
Substance exposec No
Cause of death Complications from surgery to separatmjoined twins
Reason For Review Open placement case (siblings in foster care)
Action Taken: Investigatory review of records

Narrative  Sixteenday-old conjoined twins, born at 33 weeks gestation, died due to complic
from surgery to separateeim. The twins were very sick and the only hope for one to survive w
attempt separation. The parents were unfounded for substantial risk of physical injury by
because the twins had never left the hospital.
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Prior History The 26yearold mothe and 3lyearold father had their four children removed frg
their custody in November 2010 because of neglect. The children, who are placed togeth
permanency goals of substitute care pending court determination on termination of parentdlhagh
foster parents would like to adopt them. A fifth child entered foster care after his birth in Noy
2012 because of the parentsdé failure to mak
home; he also has a goal of substitdee pending court determination on termination of parental ri

Child No. 71 DOB 1/08 DOD 9/13 Natural
Age at death: 5-1/2 years
Substance exposec No, however, mother has a history of substance abuse
Cause of death Bronchial astima
Reason For Review Chi | d was a ward within a year of
Action Taken: Investigatory review of records

Narrative Five-anda-half-yearold boy died in the emergency room while being treated fo
asthma attack. His adoptive mother repbtte had been playing normally prior to the attack, which
attempted to treat with nebulizer treatments before taking him to the emergency room.

Prior History The boy entered foster care on a dependency petition when he was 6 months
had onlyone placement while in foster care and his foster mother adopted him in February 201
mont hs before his death. She was attentive

Child No. 72 DOB 6/12 DOD 9/13 Natural
Age & death: 15 months
Substance exposec Yes, morphine
Cause of death Acute asthmatic reaction and acute bronchopneumonia due to chronic
reactive airway disease
Reason For Review Pendi ng chil d protectio
home within a year of ¢
Action Taken: Investigatory review of records

n i nvrmretarhed g
hil ddéos dea

Narrative Fifteenrmonthold toddler was found unresponsive around 9:45 a.m. by hye&ld
father, who called 911. The toddler was last seen alive at 6:00vagn his father administered a
breathing treatment to him, which he did every four hours. The father was indicated for death by
and for medical neglect to the toddler because he had not been giving him a recently prescribed
preventive medicationn a daily basis as prescribed and because he had missed aufpldgpointmen
t o have t he-chedkedlHe @as aldo indicgted far substantial risk of physical injury by
negl ect t o-yaatold brotherdThé beothér svas placed éteative foster care with a matern
aunt. In September 2014 both parents signhed specific consents to allow the aunt to adopt him.
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Prior History  The toddler was in foster care following his substagx@osed birth until he was 7
months old when his faer was awarded custody and guardianbliithe court The father was already
caring for his older brother because of t he
individual called the hotline and an investigation was opened for allegafiamedequate food and
environmental neglect. While that investigation was pendirsgcond call was made to the hotline,

t welve days before the toddlerdés death, wit
the investigator the prescripti medication he was taking and admitted to using marijuana two weg
earlier. The investigator called the local police who denied any contact with the father or his hom
spoke to the fatherés for mer ¢ as e viathefateer, whn @
described the childrenaswellar ed f or by their father. Fif1
investigator spoke with the childés pri mary
in for a visit two weeks eadr because of concerns about his breathing. At that visit the toddler wa
diagnosed with bronchialitis, but was not yet diagnosed with asthma. He was prescribed albuterg
nebulizer, and Singulair to be taken every day. The doctor reported that thesémtimed concerned
about the boys and that the child was due for a one year checkup, but did not tell the investigato
father had not returned to have the chil dof{
recommended. Bothinget i gati ons were unfounded after t

Child No. 73 DOB 1/11 DOD 10/13 Natural
Age at death: 2-1/2 years
Substance exposec No
Cause of death Endocardial fibroelastosis (congenital heart defect)
Reason For Review Pendingc hi | d protection investigati orn
protection investigation within
Action Taken: Investigatory review of records

Narrative  Two-anda-half-yearold child was found unresponsive by his-yg&#-old mother. Thq
two had laid down for a nap together and when the mother awoke she found her son unrespo
called 911. The child died from a heart condition associated with heart arrhythmia, endq
fibroelastosis, which has very few visibigngptoms except perhaps wheezing or coughing, which ¢
have been attributed to the childbés diagnosd

Prior History The familyds first contact with DCF
indicated for environmental neglect to the claltd his two half siblings, ages 7 and 12. The homd
mother and children were living in was in very poor condition. The mother agreed to have the

stay with their fathers until she moved. Seven months later, the mother called the hotlinetttha¢
the child had bruises on his back when she picked himup fromiyiss30 | d f at her 6 s
A child protection investigator who responded the next morning saw no bruises on the child. Th
when interviewed, said the boy had a knan his back earlier from falling backward into bleaestgte
seating at a dolphin show while in Florida. The couple was engaged in a custody dispu
investigator spoke with both parents andsand
found none. The investigation for cuts, bruises, welts by abuse by the father was eventually unfo

Child No. 74 DOB 10/13 DOD 10/13 Natural
Age at death: 0
Substance exposet Yes, mother tested positive for cocaine and opiates
Cause of death Placenta abruption
Reason For Review Open placement caselfings in foster care
Action Taken: Investigatory review of records
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Narrative  Baby girl born at 23 weeks gestation died a few minutes after birth. Hged29ld
mother @ve birth to her at home. A child protection death investigation was unfounded agai
mother for death by neglect and indicated for substance misuse by neglect.

PriorHistory The familyds first i nvol vement whertwas
indicated for inadequate supervision of one of her children. In June 2010 the mother was indig
environmental neglect of three of her children, and she was required to clean up her home. A
unfounded investigations followed and inai12011 DCFS opened an intact family services cas
November 2011 the motherés four chil dren,
because of substance abuse and accompanyin
2014 and the children have goals of adoption with their current foster parents.

Child No. 75 DOB 5/13 DOD 10/13 Natural
Age at death: 5 months
Substance exposec No
Cause of death Sudden Infant Death Syndrome
Reason For Review Openintet f ami |y case at time of <chi
Action Taken: Investigatory review of records

Narrative  Five-monthold twin infant born prematurely at 31 weeks gestation was discovered
car seat blue and unresponsive by heydarold father. The 2¥ea-old mother called 911 while th
father attempted CPR; she was pronounced deceased at the hospital. The mother reported tha
had slept in her car seat the night before because she had a cold and it allowed her to sleep uf
father fed he infants around 6:00 a.m. and they went back to sleep. They awoke again around 8
and the mother fed the one twin and when she went to feed the infant, she had fallen back asle

di dnot di sturb her . Ar o u n dck @nOtheOirdant and ndiscoverédeh
unresponsive. In addition to the surviving twin, the mother has two children, who ¥é&2eafd 41/2
years at the time of the infantédés deat h.

Prior History An intact family services case was opened in January 20U@&wing four child
protection investigations conducted within one year, one of which was indicated for substantia
physical injury by neglect because of domestic violence between the mother and her boyfri

unborn infantso6i nfvaetshteirg.atT hornese tmorke pl ace i
which were unfounded. Intact family services remained involved because of concern about d
violence and the motherds ment al heal the T
death and had spoken with the twinsd physi
doctor el even days before the infantds deat
Child No. 76 DOB 10/13 DOD 11/13 NEWIE]

Age at death: 3 weeks
Substance expose( Yes, cocaine and opiates
Cause of death Prematurity
Reason For Review Open placement case (siblings in foster care)
Action Taken: Investigatory review of records
Narrative  Threeweekold infant born substanecexposed at 24 weeks gestation died while
hospitalized after birth. The infant was his-yaro | d mot her 6 s seventh
substancexposed and the second to die before being discharged from the hospital. Tae wiad
indicated for substance misuse and substantial risk of physical injury by neglect.
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Prior History The mother has a history with DCFS dating to when she was 14 years old and g4
to her first child. Over the years, each of her children edtfrgter care or were placed in the care
relatives. The mother did not engage in services. Two children have been adopted; one isin s
guardianship; and two are in private living arrangements with relatives.

Child No. 77 DOB 3/94 DOD 11/13 Natural

Age at death: 19 years

Substance exposec No
Cause of death Lymphocytic myocarditis

Reason For Review Deceased was a ward

Action Taken: Investigatory review of records
Narrative Nineteenyearold ward collapsed while visitqh his 16yearold niece in Texas. A
autopsy he was diagnosed with Lymphocytic myocarditis. The autopsy report noted that th
common cause of Lymphocytic myocarditis is
was unknown.
Prior History. The teen, who had a history of trauma and aggressive behavior, became a ward
when he was 17. His mother locked him out of the home because of concern that he would be k
returned to the neighborhood. She failed to make an alitegragtre plan for him, and she was indic
for lock out. At the time of his trip to Texas, the teen was living with his father in another part of ||

Child No. 78 DOB 11/07 DOD 12/13 Natural
Age at death: 6 years
Substance expode No
Cause of death Cardiorespiratoryailure dieto probablesepsisdue to
upperrespiratory mfection
Reason For Review Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative: Six-yearold boy was discovered not breathing by hisyé8rold mother. About an hoy
earlier, the mother had administered a nebulizer treatment to the boy because his breathing wal
The child suffered from a seizure disorder and Rett synelr@mrare, genetic, neurodevelopme
disorder.

Prior History In February 2012 and November 2012 the Department investigated the mot
medical neglect. Both investigations were unfounded. In September 2013, an anonymous call
hotline alleged that the mother provides her-yigarold son with marijuana and leaves heyearold
son in the car while she gets drunk and high. A report was taken for investigation of substance n
abuse and inadequate supervision. The mother and her tesoagdenied the allegations. T
investigator talked to the boyds teacher, 4
fat her , and the boybds doctorés office and
drugs to her soor using drugs or alcohol or neglecting her children. The investigation was unfg
six days before the boyobds death.

Child No. 79 DOB 12/13 DOD 12/13 Natural
Age at death: 16 days
Substance exposec No
Cause of death Pulmonary atrgia due to Triploidy 69
Reason For Review Open placement case (siblings in foster care)
Action Taken: Investigatory review of records
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Narrative Sixteenday-old infant born at 32 weeks gestation died in the hospital where sh
remained since birthThe infant was born with an extremely rare chromosomal disorder in whig
had an entire extra set of chromosomes, making 69 in all instead of the usual 46. The condition

infancy; it normally results in miscarriage.

Prior History The if a n t -fearol®niother had four children removed from her custody in

2012 when the children and their two young cousins were discovered in an environmentally
home without adult supervision. The children are in foster care and their profgraganification is
guarded.

Child No. 80 DOB 8/13 DOD 1/14 Natural
Age at death: 4-1/2 months
Substance exposet Yes, alcohol, PCP, opiates

Cause of death Multiple congenital anomalies, congenital heart disease
Reason For Review Child was a ward

Action Taken: Investigatory review of records
Narrative  Fouranda-half-monthold medically complex infant, who was born at 37 weeks gest
with fetal alcohol syndrome, died in the hospital where he had received around the cloc oeeé|
since his birth. The ward was scheduled to have heart surgery, but contracted the fhiDacerber
and was never strong enough for surgery before he died.
Prior History T h e i n f-yeardldonsothe? 8rank throughout her pregnancy and sholitibel
interest in the infant after his birth. The mother was indicated for substance misuse by negle
infant and substantial risk of physical injury by neglect to the infant and her two older children,
and 51/2. All three children enterethe care of the Department. The mother had a fourth chi
August 2014 that was taken into custody. All three surviving children are in the same foster ho
mother and the 2gearold father of the infant are participating in services toward retome of the
children.

Child No. 81 DOB 4/04 DOD 2/14 Natural
Age at death: 9-1/2 years
Substance exposec No
Cause of death Cardiorespiratory arrest due to seizure disorder/cerebral palsy
Reason For Review Child was a ward
Action Taken: Investigatory review of records

Narrative  Nine-yearold medically complex ward was found unresponsive in the afternoon b
siblingsd foster mot her s adul t daughter,
are related)The girl had had a seizure that morning before the foster mother left for church, |
appeared fine afterward. The girl had lived with her foster parentsii# Years. Her biological paren
had signed specific consents for the foster parents tpt élde girl and they were working toward {
adoption.

Prior History An intact family services case was opened in October 2008 following an ind
report of failure to thrive to the girl; she entered foster care in March 2009 when she failedawei
while in her parentsd care. The girl és f ol
neglect and the parentsé failure to partici
and the others have goals of guardianship
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Child No. 82 DOB 11/11 DOD 2/14 Natural
Age at death: 2 years
Substance exposec No
Cause of death Neuroblastoma
Reason For Review Child was a ward
Action Taken: Investigatory review of records

Narrative  Threeyearold girl diagnosed at 10 months of age with neuroblastoma (a cancs
develops from immature nerve cells) died at home two days after leaving the hospital to be
among family when she died.

Prior History In June 2013 the Department was awarded temyparsstody of the little girl after hq
19yearold parents refused to consent to surgery to remove a tumor and to administer med
prescribed by her physician citing religious beliefs. The child was placed with her maternal grand
and herpareans wer e al l owed | i beral visitation. I
but remained in the temporary custody of the Department.

Child No. 83 DOB 10/13 DOD 2/14 Natural
Age at death: 3-1/2 months
Substance exposec No
Cause of death Congenital heart disease
Reason For Review Child was a ward
Action Taken: Investigatory review of records

Narrative Threeanda-half-monthold medically complex infant was found unresponsive ard
8:00 a.m. by his 3¥earold foster mother who had cared for him for two months. The infant h
congenital heart defect and organic failure to thrive and a history of hospitalizations and heart s
The infant was gaining weight i n hid hisf needidal
appointments.

Prior History The infant was his 2gearo |l d mot her 6s fourth chil d
entered foster care when the mother was 19 years old and the child was 2 months old. The mg
had a history of lause and neglect and DCFS involvement as a child, believed her children werg
off raised by others; her second child is being raised by his father and her third child was in fos
until he was adopted by the foster parent who adopted hecHildt

Child No. 84 DOB 06/96 DOD 04/14 Natural
Age at death: 17 years
Substance exposec No
Cause of death Liver transplant with rejection and an underlying cause of biliary atresia
Reason For Review Pending child protection invegation at time ot h i tedtlh s
Action Taken: Investigatory revievof records

Narrative Seventeetyearold boydied at a hospital in a neighboring state because of complicg
of a liver transplant rejection. The teen had been in the hospital fowtks before his deatHe had
had two prior transplants and was not a candidate for another because -sbmpliance with
medication.
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Prior History Thet e e n &centatt vith she Departmentasin August 20liWwh en t he
was unfounde f or substanti al ri sk ofyeamld sos dfter thé 1géan
ol d, t he t e e nyearadnsibling dereed ang a&busé. &pril2@12 the37-yearold father
was indicated for cuts, bruiseselts to the teen falwing an incident in which thfather became ang
and threw a jar of mayonnaise that hit thenin the chest. The father said he was aiming at the wal
his son and was remorseful. Tieensaid his father had never hit or thrown anything at hinoreefThe
family was offered intactamily services but they refusetiem The father was indicated again
September 2012 after he called the hotline himself stating that he and his children were home
he left his threg¢eenagechildrenhome alom for a couple of weeks while he went to look for work.
reported thathe teenran up all the utility bills, refused to take his medication and now was i
hospital. They had moved in with friendsut could notstay there anjyonger. The investigatospoke
with the hospital social worker and the physician who reported knowing the family for several yf
the deceased was born with liver dysfunctowla heart valve problenthey stated the father tddnard
but thet e ecworopficated medical prédms anchis refusal to comply withhis owntreatmenthad beer
hard for the father to handl&he father was reluctant to ask the paternal grandparents for help |
investigator assisted and tbkildrenwent to livewith them.The investigator refertethe grandparent
to the extended family support program. The father was indicated for inadequate supevisien
time of the teenbs death, there was edpepemnaby
A social workerhadreportedthat the 1#/earold reportedly hit his 3§earold stepmother while shd
was holding his3-monthold half-brother. The stemother, theteen,and the teeiage siblinggeported
that therehad been anlircation but the baby @as not in the home at thiene. The investigator ha
recommended that the investigation be unf ol
death.

Child No. 85 DOB 2/14 DOD 4/14
Age at death: 6 weeks
Substance exposet No, however, motheras a history of cocaine abuse
Cause of death Extreme prematurity and chronic lung disease
Reason For Review Open placement (siblings in foster care)
Action Taken: Investigatory review of records

Narrative  Six-weekold twin baby girl born prematurelat 23 weeks gestation died in the hosy
where she had been treated in the n eyearoldmather
had been getting inpatient substance abuse treatment until she left the facility approximately or
before going into labor. After the infants were born, the mother left the hospital and did not rg
visit them, telling the hospital social worker that she knew DCFS was going to take them aw
mother was indicated for death by neglect, abandotidesertion, and substantial risk of physi
injury by neglect to the deceased baby and abandonment/desertion and substantial risk of physi
by neglect to the surviving twin. The twin
peition. He is still hospitalized. When he is released he will be placed in the foster home of on
siblings.

Prior History The twins were the motherdés fifth a
substancexposed and all four childremere removed from her custody because of neglect relat
her substance abuse. The children have goals of adoption.
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Child No. 86 DOB 12/12 DOD 4/14 Natural
Age at death: 16 months
Substance exposec No
Cause of death Complications bcerebral palsy
Reason For Review Unf ounded child protection invest
Action Taken: Investigatory review of records
Narrative  Sixteeamonthold medically complex boy was found unresponsive in the morning b
28yearold mother. He was last seen alive around 5:00 a.m. when his mother fed him
gastrostomy tube.
Prior History I n November 2013, t isielingé cliethtberhotimé to regoreth
he had picked up hisyearold daughteand 6yearo | d son from t heir mo
forehead, and back of head were swollen and he was taking him to the emergency rooni
investigated the mother for substantial risk of physical injury by abuse. The investigation was egh
based on the treating doctords opinion tha
she prescribed oral and topical medication.

Child No. 87 DOB 03/14 DOD 04/14 Natural
Age at death: 27 days
Substance exposec No
Cause of death Congenitaheartdefects
Reason For Review Open Placement Case (siblings in foster care)
Action Taken: Invedigatory review of records

Narrative Twenty-sevenday-old baby died in the hospital where she had remained sinc
premature birth. The baby had severe cardiac problems and would have required heart surgery
survived. Her 36/earold mother had received prenatal care throughout herriggtpregnancy
Prior History In October 2012 a relative reported that thethrer and her 2yearold boyfriend had
hit her 11yearold daughter. The boyfriend admitted to spanking the child. A month later, whi
investigation was pending, police reported that the boyfriend had been arrested for hitting thg
while she wa holding their 3veekold infant. The 14yearold was visiting her father at the time of
incident. The mother agreed to a safety plan where the boyfriend resided outside of the home an
see the baby unsupervised. The mother was referredtéat fiamily services and obtained an orde
protection against the boyfriend. On Christmas day the hotline received a third call; the father of
yearold reported the child had a bruise on her back from the mother hitting her. The mother adr
hitting her daughter, explaining the bruise occurred when the child moved while getting spankeq
the investigation was pending, investigators found the mother allowed the boyfriend to live with
the children and the children were taken ictistody. In October 2013 the mother reported that she
14 weeks pregnant. With the children in foster care, the mother completed all recommended
including family counseling and parenting training; she did well while visiting with the chil
progressing to unsupervised visits. The boyfriend was incarcerated and did not participate in
The two children were returned to the moth
guardi anship. One day couwtfreteased guatdianshiprof tleerolded shilg
both the mother and father and guardianship of the younger child to the mother. The court case
October 2014.
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Child No. 88 DOB 04/14 DOD 04/14 Natural
89 04/14 04/14
Age at death: 0; 1 day
Substance exposec Mother tested positive for cocaine
Cause of death Prematurity
Reason For Review Open Placement Caggiblings in foster care)
Action Taken: Investigatory review of records
Narrative  Two newborn infants died shortly after birth. Theirygarold mother, who was pregna
with triplets, gave birth to them prematurely starting at approximately 23 weeks gestation. The
had been admitted to the hospital three days beferditth of the first baby, at which time she teg
positive for cocaine. She admitted to smoking crack and snorting cocaine shortly before her wat
The mother reported that she did not realize she was pregnant until about a month earlierran
prenatal care. She gave birth to the first triplet who lived for about an hour. The second tripl
three days later lived for a day; the third triplet, born two weeks after the first baby, has survive
in foster care. A child protection imstigation for death by neglect and substantial risk of phy
injury, the motherés ninth child protecti orn
Prior History The mother has eight living children from thirteen reported pregnancies: five ch
were taken fronmer custody and have been adopted; one child lives with his father; one child liv4
a relative; and the surviving triplet is if
when she gave birth to a substaegposed infant. An intadamily services case was opened, but g
giving birth to a second substaregposed infant thirteen months later, the children were placed

care. The mother gave birth to a third substamcep o s ed baby in 1997.
were ternmated to the first and third babies, and the second child lives with his father. A baby
December 1998 was stillborn. The mot her és

relative. In 2004 the mother gave birth while she wasaricerated. A relative cared for this fifth ba
until the mother was released to a substance abuse treatment program where the baby reside
In 2007 the mother was indicated for inadequate supervision for leaving the child, then three y4
with an inappropriate caretaker. The child was taken into custody and later adopted. The mothe
other children with the 5%earold father of the triplets. The first child, born in January 2011, te
positive for cocaine at birth and was taketoinustody. The parents were minimally cooperative
services and a second child, born in February 2012, also was taken into custody. Parental rig
terminated on the two children a month before the birth of the triplets, and the children wesl aol|
August 2014. The parents have had no contact with the worker about the surviving triplet and th¢
has submitted a request for expedited terminaifqgrarental rights

Child No. 90 DOB 04/14 DOD 05/14 Natural
Age at death: 22days

Substance exposec No

Cause of death Infection, complication of prematurity

Reason For Review Pendi ng child protection investig
Action Taken: Investigatory review of records

Narrative  Twin infant girl born pematurely at 23 weeks gestation developed an infection whilg

hospitalized and died.
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Prior History A chi | d protection i nvest i ga twas pendingi fof
substantial risk of sexual injutty the twins by their parent$he 22yearold mother is a registered s
offender and the 2Qearold father is a former registered sex offender, both because of incide
molestation of younger relatives. The mother was indicated in November 2009vas charged aif
convicted oftwo counts of indecent solicitation of an adult and sexual exploitation of a child. She
to prison in 2012012 for violations of parole by being around children. She has not completg
treatment. The mother also reported that she has been diagntsedental illness but has not tak
her prescribed medication. She did report seeking prenatal care. The father, a former ward, wa
as a juvenile at age 14 for criminal sexual assault. He was indicated in June 2007, tho
investigation hasince been expunged. The father completed programs at residential treatment
He reported that he is homeless. The surviving twin was taken into custody in July 2014 and is (
a specialized foster home because of her medical needs. Theésgaee been visiting consistently
the DCFES office. An assessment to determine what services are needed is ongoing.

Child No. 91 DOB 12/04 DOD 5/14 Natural
Age at death: 9 years
Substance exposec No
Cause of death Bronchial asthma
Reason For Review Child was a ward
Action Taken: Full investigation pending

Narrative Nine-yearold ward died of an asthma attack in the emergency room. The boy had
visited relatives earlier in the day and played at a local park. Upon returngtochssn d mot her
where he had been moved as a foster child a month earlier, he had difficulty breathing so his

grandmother administered two breathing treatments to him. At approximately 10:40 p.m., the chi
to the bathroom and vomited, had shasthef breath, and collapsed. His grandmother called 911 ar
the boy was transported by ambulance to the emergency room where attempts to resuscitate hir
unsuccessful. The boy, who had been in foster care since 2012, had a history of poorly casthutig|
despite following his asthma therapy and asthma monitoring by a pulmonologist and his primary
physicanThe Ol G i s conducting a full investiga

Prior History In the second half of 2010 the mother was indicateavorréports involving the child
and his two siblings. The first was indicated for inadequate supervision after the mother left the @
with a neighbor and didndédt return. The secd
called the mther to pick up the child because he had had an asthma attack and his mother refuss
causing school staff to call an ambulance. The mother refused services. In November 2011 the ¢
went to school with a black/swollen eye and scratch/scabs on hisudskthe injured eye. He said
that his mother whipped him because he had not cleaned his room well enough. The mother was
and charged with battery. She was indicated for cuts, bruises, welts and an intact family services
was opened. InJanugy 2 01 2 tyeaeoldsiblinglwdstbarned. The mother was indicated fol
burns by neglect and the children entered DCFS custody. At the time of his death, the child and
his four siblings were residing with their grandmother.

Child No. 92 DOB 2/05 DOD 5/14 Natural
Age at death: 9 years
Substance exposec No
Cause of death Intracranial hemorrhage due to ruptured arteriovenous malformation
Reason For Review Split custody (sibling in foster care)
Action Taken: Investigatoryreview of records
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Narrative  Nine-yearold girl died in the hospital from a brain hemorrhage. Two days earlie
awoke complaining of a headache, vomited, and collapsed into unconsciousness.-ydarofD
mother called 911 and she was taken to tlvall hospital and then transferred to another hospits
helicopter. Two days later she was declared brain dead and her mother donated her organs.

Prior History Four year s e a-ydarolé brotherhestered the tuédtady of BCFS o
dependacy petition. He lives in a residential facility and has a goal of independence. The girl
brother, three years older than her, remained in the custody of their mother.

Child No. 93 DOB 10/12 DOD 5/14 Natural
Age at death: 19 months
Substance exposec No
Cause of death Hypoplastic left heart syndrome
Reason For Review Cl osed intact family services cas
Action Taken: Investigatory review of records

Narrative  Nineteemmonthold child died in the bspital where he was being treated for a
congenital heart defect.

Prior History In July 2013 the 2yearold mother and 3¥earold father got into an argument. T
mother left the house and the father went after her, leaving the child ang/éasd@d brother homsq
alone. Police and DCFS were called. Both parents were indicated for inadequate supervision
father was indicated for substantial risk of physical injury. The parents separated and the mo
children moved in with her motheFrom July to October 2013, the Department provided intact f3
services to the family which included ensur

Child No. 94 DOB 8/13 DOD 5/14 Natural
Age at death: 8-1/2 months
Substance exped: No
Cause of death Myocarditis
Reason ForReview Unf ounded chil d protection invest
Action Taken: Investigatory review of records

Narrative  Eightanda-half-monthold baby was taken to the hospital by hisy2@rold mother
because he seemed to be breathing heavier than normal. After assessment in the emergency
baby was transferred to another hospital where he was admitted to the pediatric intensive care
alert, but lethargic state. Thetbhg 6 s condi ti on deteri orated r a

Prior History | n November 2013 the mot h e ryeaaolddathdr,everd
unfounded for substantial r i sk oykargdithildwasshol in
the forehead with a BB gun. DCFS and police investigation showed that after the mother pygdre
old son to bed, she and her boyfriend were in the living room folding laundry when they saw the
moving behind a couch. They thoughtnight be a raccoon, which they had seen on their back p|
The boyfriend went and retrieved his BB gun and fired one shot behind the couch which graze
yearol d boyds forehead. The boy told DCFSndaid
behind the couch to jump up and scare his parents. The boy was not seriously injured and th
sought medical treatment immediately.
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Child No. 95 DOB 10/13 DOD 5/14 Natural
Age at death: 7 months
Substance exposec No
Caue of death: Trisomy 18

Reason For Review Open i ntact family services case
Action Taken: Investigatory review of records
Narrative Sevenamonthold medically complex infant born with Trisomy 18 and multiple

congenital anomaligsassed away at homErisomy 18, also known as Edwards Syndrome, is a

condition caused by an error in cell divisidihhas a high infant mortality rat&€he infant spent the first
six weeks of her life in the hospital. When she wdgZmonths old, sheas readmitted to the hospita
where she remained for one month until she was sent home wlithu2hospice care.

Prior History The infant was her }yearo | d mot h eyeaéosl da nfdatlh8er 6 s o
of January 2014 the infant was haapzed with an upper respiratory infection and low weight. Hos
staff were worried the parents were not following care instructions at home. They were also cg
because the parents had missed several fallgw appoi nt ment s barga froe th
hospital after birth. The parents were indicated for medical neglect and an intact family servid
was opened. The mother and infant lived with the maternal grandparents and the maternal gra

A

took over primary responsibilityfatrhe i nf ant 6s car e.

Child No. 96 DOB 3/14 DOD 5/14 Natural
Age at death: 2-1/2 months
Substance exposec Yes, marijuana
Cause of death Complications of premature birth
Reason For Review Unfounded child protection investigationwittin y ear of chi |
Action Taken: Investigatory review of records

Narrative  Two-anda-half-monthold infant born prematurely at 27 weeks gestation, weighif
pounds, 7 ounces and exposed to marijuana, was found unresponsive in the morningoby/ Hisar¥
yearol d boyfriend, his siblingsd f adizededed withThis 81
yearold mother and his 7 andy@aro | d si bl i ngs. The infant w3
complications of prematurity: one babied before ever leaving the hospital and the other baby d
18 days old. A child protection investigat:.i

Prior History I n March 2014 the hotline was calle
father was a registered sexual offender who was living with the mother and her three older child
report was unfounded for substantial risk of sexual injury when the investigation uncovered
mother, who did not know the father was a sexualnolée, lived with her boyfriend (the father of i
three older children) and the infantés f at
address without her permission.

Child No. 97 DOB 9/10 DOD 6/14 Natural
Age at death: 3years
Substance exposec Unknown (born in another state)
Cause of death Complications of DandyValker syndrome
Reason For Review Unfounded child protection investigation within a year
Action Taken: Investigatory review of records
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Narrative Three-yearold medically complex child died at home with hospice care in place. T
child was born with congenital health difficulties and spent much of his life in hospitals. His diagn
included DandywWalker syndromga congenital brain malformation invahg the cerebellum and the
fluid-filled spaces around jthydrocephalus, shunt placement, seizure disorder, spastic quadripleg
hypertension.

Prior History In July 2013 the child was transferred to a transitional care facility for children
complicated health care needs. In October 2013 the facility called the hotline and a report was
substantial risk of physical injutyy neglectthe mother was arrested for disorderly conduct for ma
a statement to a staff member at the facithat was perceived as a threat. The investigation
unfounded because the conduct did not invol

Child No. 98 DOB 1/98 DOD 6/14 Natural
Age at death: 16 years
Substance exposec No
Cause of death Alexander Disease
Reason For Review Open i ntact family services case
Action Taken: Investigatory review of records

Narrative Sixteenyearold girl died in the hospital while receiving palliative caree Shffered
from Alexander Disease, a rare, slowly progressing, and fatal neurodegenerative disease.
PriorHistory I n t he year prior to the girlds dea
neglect of the teen by her 4@arold mother. Allof the investigations were unfounded based on
primary care physician and other treating
for the teen with the limited resources available to her and that she was not medically netjlec
teen. While the third child protection investigation was pending, the mother agreed to an intac
services case being opened to provide support to herself and her three minor children.

Child No. 99 DOB 8/02 DOD 6/14 Natural

Age a death: 11-1/2 years

Substance exposec No
Cause of death High grade glioma brain tumor

Reason For Review Child was a ward

Action Taken: Investigatory review of records
Narrative  Elevenanda-half-yearold girl died from a brain tumor in a regpiand transitional living
facility for children with medical complexities, where she had resided for three months. Her
visited her at the facility and her mother was with her when she died.
Prior History In January 2014 the 4@arold mothe and 53yearold father were indicated fd
substantial risk of physical injury by neglect to the girl because of domestic violence. An intact
services case was opened. In February 2014 the child entered foster care because her doctq
belie’ e she was safe at home any |l onger beca
alcohol abuse fueled by their grief. The mother engaged in services while the child was in the
facility.

CHILD DEATH REPORT 91



6

AAILD3IdSOd 13 H1VAA dV3IA-NIFLdId

15-YEAR DEATH RETROSPECTIVE

ToTAL DEATHS BY CASE STATUS FY 2000T0O FY 2014

FiscaL YEAR 2000 2001 2002 2003 2004 2005 2006 2007
CASE STATUS # % # % " % # % " % " % # % i %
Ward 29 1 30.2% | 42 (4086 | 23 | 237 | 28 0 22% | 31 | 223% | 37 | 2666 | 17 | 19.86 | 24 | 21.6%
Unfounded DCP 7 i 73% | 14 (136w | 7 i 72% | 21 1656 | 29 i 2096 | 29 | 209% | 25 | 201% | 35 | 315%
Pending DCP 10 10| 6 586 | 8 | 82% | 15| 1196 | 12 | 86% | 15 | 108 | 7 | 81% | 16 | 144%
Indicated DCP 8 | 83% | 14 | 138%| 9 | 93% | 12 94% | 6 | 43% | 1 | om | 1 | 12% | 6 | 54%
Child of Ward 5 526 | 4 39 | 6 [ 62% | 12 946 | 2 | 14% | 2 | 14% | 1 | 12% | 4 | 3%
Open Intact 9 i 94% | 12 {117 | 20 i 2086 | 19 15% | 15 i 1086 | 31 | 223% | 20 | 233% | 13 | 11.7%
Closed Intact 5 1526 | 3 20| 7 | 72 | 7 | 55% | 13| 9.4% | o 0% 1 0 12% | 2 | 18%

Open

Placement/Split 131135 | 4 | 39 | 9 | 93% | 3 | 24% | 17 {122 | 5 36w | 4 | am | 2 | 1%

Custody

Closed Placent/ | 5 3900 [ 9 | 100 | 4 | 41% | 2 | 1260 | 2 | 14% | o 0% 0 0% 5 | 45%

Return Home

Others 7 1 73% | 3 296 | 4 i 41% | 8 | 63% | 121 86w | 19 | 13m | 10 | 1186 | 4 | 3.6%
TOTAL 96 | 100% | 103 | 100% | 97 | 100% | 127 | 100% | 139 | 100% | 139 | 100% | 86 | 100% | 111 | 100%
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FiscAL YEAR 2009 2010 2011 2012 2013 2014 TOTAL
CASE STATUS = % # % # % # % 4 % # % " % " %
Ward 19 | 19.2% | 21 | 236% | 19 | 22.90% | 25 | 22.1% | 19 | 17.9% | 15 | 16.1% | 19 | 19% | 368 | 23%
Unfounded DCP | 18 | 182% | 19 | 21.3% | 17 | 205% | 23 | 20.4% | 32 | 302% | 19 | 204% | 28 | 29% | 323 | 21%
Pending DCP 13 | 13.1% | 14 | 15.7%| 14 | 16.9% | 17 | 15% | 12 | 11.3% | 12 | 129% | 16 | 16% | 187 | 12%
Indicated DCP 12 1 121%| 4 | 45% | 7 | 84% | 8 | 71% | 12 | 11.3% | 10 | 108%| 6 6% | 116 | 7%
Child of Ward 3 3% | 2 i 22% | 7 i 84% | 4 | 35% | 1 i 09% | 0 | 0.0% | o 0% | 53 3%
Open Intact 18 | 182% | 12 | 135%| 9 | 108% | 21 | 186% | 14 | 132% | 7 | 75% | 10 | 10% | 230 | 15%
Closed Intact 2 2% | 6 | 67% | 2 | 24% | 3 | 27% | 2 | 19% | 8 | 86% | 2 2% | 63 4%

Open

Placement/Split 4 2% | 6 | 67% | 1 | 12% | 8 | 71w | 1 | 09% | 10 | 108% | 13 | 13% | 100 | 6%

Custody

Sleizs Mgt g 1% | 1 | 121% | 5 | 6% | 2 | 186 | 1 | 09% | 4 | 43% | o 0% | 31 2%

Return Home

Others 9 | 91% | 4 | 45% | 2 | 24% | 2 | 18% | 12 | 11.3%| 8 | 86% | 5 5% | 109 | 7%
TOTAL 99 | 100% | 89 | 100% | 83 | 100% | 113 | 100% | 106 | 100% | 93 | 100% | 99 | 100% | 1580| 100%
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CHILD DEATHS BY DCFS CASE STATUS AND M ANNER OF DEATH 2000THROUGH 2014

FISCAL YEAR TOTALS
mmmmm
Ward 29 21 19 15 19
Natural | 13 20 14 18 16 28 10 13 11 9 16 10 8 6 8 200
Accident 6 9 3 3 1 2 6 5 4 2 2 4 54
Homicide 7 9 3 6 8 5 4 3 3 4 8 7 3 4 75
Suicide 0 0 3 1 2 3 0 0 3 2 2 1 1 18
Undetermined 3 4 0 0 0 1 2 0 1 1 2 0 3 2 21
Unfounded Investigation 7 14 7 21 29 29 25 35 18 | 19 | 17 23 32 19 28 323
Natural 0 5 2 9 16 17 8 9 6 7 4 9 6 3 5 106
Accident 2 6 0 6 8 8 16 7 7 4 7 13 7 9 108
Homicide 4 2 3 5 2 1 7 5 3 2 4 2 7 3 6 56
Suicide 0 0 1 0 0 0 1 1 1 4 2 0 0 1 11
Undetermined 1 1 1 1 3 3 2 4 1 1 1 3 6 6 7 41
Pending Investigation 10 6 8 15 12 15 7 16 13 | 14 | 14 17 12 12 16 187
Natural 0 1 7 6 6 4 3 8 3 6 0 4 4 2 5 59
Accident 5 1 1 3 1 5 2 2 1 4 7 9 4 3 2 50
Homicide 3 3 0 5 3 3 2 4 3 2 2 0 3 3 1 37
Suicide 0 0 0 0 0 0 0 0 2 0 0 1 0 0 0 3
Undetermined 2 1 0 1 2 3 0 2 4 2 5 3 1 4 8 38
Indicated Investigation 8 14 9 12 6 1 1 6 12 4 7 8 12 10 6 116
Natural 1 4 7 7 3 1 0 2 4 1 4 2 3 1 0 40
Accident 4 7 0 4 3 0 0 4 2 3 1 2 4 6 1 41
Homicide 1 1 1 0 0 0 0 0 4 0 0 3 3 1 1 15
Suicide 0 0 0 0 0 0 0 0 0 0 1 0 0 1 0 2
Undetermined 2 2 1 1 0 0 1 0 2 0 1 1 2 1 4 18
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F|SCAL YEAR ToTALs
Adopted 0 2 2 1 1 0 0 0 0 0 0 0 0 0 0 6
Former Ward 5 1 0 1 1 0 1 1 1 0 1 1 1 2 2 18
Return Home 0 0 0 1 0 3 0 4 1 1 5 2 1 4 0 22
Homicide by a ward** 1 0 1 2 0 0 0 0 0 0 0 0 0 0 0 4
Interstate compact 0 1 0 0 1 0 1 0 0 0 0 0 0 0 0
Preventive services 0 0 1 3 4 13 5 2 3 2 0 0 1 1 0 35
Subsidized Guardianship 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 1
Child of former ward il 0 0 0 0 3 1 0 0 0 0 0 0 0 0 1 5
Extended family support 0 0 0 0 2 2 0 1 0 1 0 0 5 0 0 11
Child Welfare Referral 0 0 0 0 0 0 3 1 5 1 1 1 5 5 1 23

*In FY 01 a child of a ward was also a ward and was only counted otioe tiotal.

**In FY 00, FY 02 and FY 03 the victims of the homicide by a ward were either not involved with Br@RBerefore not included in the total or
the victims were involved with DCFS and had been included in another category.

***|n FY14 the child d a former ward was counted in the indicated DCP category instead of the child of a former ward category.



| NVESTIGATING AND |INDICATING PARENTS FOR
CO-SLEEPING

OFFICE OF THE INSPECTOR GENERAL
Department of Children and Family Services

Investigating and Indicating Parents for Co-Sleeping
in the Absence of Drug or Alcohol Use With No Other Evidence of Negléct

Introduction

In 2008, the lllinois Child Death Review Teams recommended DCFS develop a protocol for indicating parents who
children die wHie bed sharing when the parent was under the influence of alcohol or(tlingss Child Death
Review Teams, 2010). In the same year, the lllinois Child Death Review Teams recommended DCFS develoy
guidelines for SCR (State Central Register/the DCF8nledtto accept for investigation calls about babies who died
while cosleeping. The practice of bed sharing, also known a&tesping, refers to a parent sleeping with an infant in

an adult bed, on a mattress, ©Cobanomemdremph &mro a«ra no tak
practice ofodMawionmg sdarariimfgant 6s cri b in the same bed
with the infant. I-snl @ ehpisn g e piosr t me ahrotw etvoarrhienfggcyadn o Ny mo
A 2009 survey of Il linois parents f o usleptwithhaaother peesanr | \

(llinois Pregnancy Risk Assessment Monitoring System, 2009, p. @@casional celeeping may be even more
prevalent: accolidg to a more detailed survey in another state, when parents were asked whether their infant h
feversdbepd with them during the fiSreeet stectea@ nmemtth g | c
of CoS| eepi ngo

In 2009 and 2010, thdinois Child Death Review Teams expanded on their previous position-steeping,
including a recommendation that:

I f DCFS determines, during the investigation of
caregiver of the child at thénme of death or at the time the child was placed in the unsafe sleep
environment, has received prior information, education, [or] documentation regarding safe sleep
recommendations from hospital staff, schools, [or] DCFS and knowingly did not followféhslsep
recommendations, the case shall be indicated for [Allegation] 60 Risk of Harm [Substantial Risk of
Physical Injury by Neglect] at a minimugitlinois Child Death Review Teams, 2012, p. 105).

! January 9, 2014
%In response to these 2008 rewnendations, DCFS stated:

I't is important that DCP staff not just accept/rely
look at blatant disregard which is defined as incidents where the risk of harm to the child was so imminent and
apparent that it is unlikely that a parent or caretaker would have exposed the child to such obvious danger
without exercising precautionary measures to protect the child from (hiéinois Child Death Review Teams

2010.
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DCFS responded to the CDRT recommendation, statirtgptiseedures would be amended to instruct investigative
staff to indicate for Allegation 60, Substantial Risk of Physical Injury by Neglect, in situations where a child died
while in an unsafe sleep environment and the caregivers had received prioroedacatocumentation about safe
sleep. The Department also agreed to instruct investigative staff that if the caregiver had consumed alcohol or dr
prior to the childbés death in an unsafe sl eBgathbynvi
Neglect(lllinois Child Death Review Teams, 2012, pp.-9B 101102, 105). Allegation 60, Substantial Risk of
Physical Injury by Neglect, has a five year retention; Allegation 51, Death by Neglect, has a 50 year fefention.
date, the Departemnt has not issued procedures, policy, or rules instructing investigative staff regarding indicating fo
co-sleeping.

Historically, coroners and the Cook County Medical Examiner called infant deaths into the hotline for record keepir
purposes only (thougthey could also allege abuse or neglect). SCR recorded the deaths as infesnigtiousual
incident reports. In 2011, the hotline began taking calls involvirgleping for investigation of neglect.

In its review and investigation of child deaththe Office of the Inspector General has noted inconsistencies in
investigations in terms of who is indicated or why. Cases in which the cause of death was accidental overlay have k
unf ounded for Death by Negl ecte of dehth Was undetesmined have beenh |
indicated for Death by Neglect. This paper wil/l Lir
parents whose child has died whilesteeping in the absence of drug or alcohol use or othersamtiggesting abuse

or neglect, and address whether the practice is advisable and whether it is being administered fairly and consistentl

The Shift in Classifying CoSleeping Infant Deaths

Until 1969, the sudden and unexpected death of an infant waffiekhss a crib death. The term Sudden Infant Death
Syndrome (SIDS) was introduced at that ti me -tastemdes
which fails to adequa t(kedus 2010dpe T.Far thiggy years unmexplaned infaht dehthsa t |
were categorized as SIDS, a natural manner of death.

In 1999, the Centers for Disease Control (CDC), which collects data on infant,dssghe using the term Sudden
Unexpected Infant Death (SUID) to descriégy death of ainfant less than one year of age that occurs suddenly and
unexpectedl vy, and whose cause of death is not i mm
investigation(Centers for Disease Control and Prevention, 2003.CDC did this afterecognizing in the late 1990s

3In 2011, the lllinois Child Dath Review Teamagain recommended thBCFS:

Have a protocol in place for consistent findings for unsafe sleeping conditions where DCFS previously agreed to indicate for
allegation 60 when it was documented that the parents/caregivers have beenhmlsadéty hazards of unsafe sleeping and
all egation 51 when the parent s/ @liadisechild Death RehieesnwTeamdy 2023). dr i nki nc

The Department r e swrithg prozetura 30Gand willtinclwda what fvill be d i ¢ dlitineisl @hild Death
Review Teams2013). The Child Death Review Teams alsrommended the Department utilize safe sleep brochures and partner
with public health organizations to educate the public about the risks of unsafe sleep practices:

[The] team would like DCFS to send brochures to [the] University of lllinois & Southern lllinois University Pediatric
residency programs. The team would like DCFS to work with DHS and IDPH and local health departments to educate on
safe sleefflllinois Child Death Review Teams, 2013).

The Departmentgreed withthe recommendations and stated the Departmentldw o r Kk wi t h ADHS, | DPH
departments to educate families on safe gsleefindo ok at t he Publ i c Ser &(limos ChichDeathu n c e
Review Teams2013.

* There are five manners of death: natural, accident, suicide, homicide, and undetermined.
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that coroners and medical examiners were attributing different causes of death (e.g., accidental suffocation
unknown) to infant deaths previously categorized as SIDS.

The CDC noted that immsistent practices in investigatis and causef-death determinations hamper the ability to
monitor national trends, ascertain risk factors, and design and evaluate programs to prevent child deaths. In an effc
standardize practicd, he CDC6s Division of Rrehed thed Suddeni Unexpedtesl dnfamt h
Death Initiative (Centers for Disease Control and Prevention, 20The goals of the SUID Initiative are to
standardize and improve data collected at the death scene; promote consistent classification and repadengfof ca
death; improve national reporting of SUID; and reduce SUID by using improved data to identify those at risk. T
accomplish these objectives, in 2006 the SUID Initiative revised the existing (1996) CDC Sudden Unexplained Infa
Death Investigation Rmrting Form; developed a training curriculum and materials for investigators of infant deaths,
and; trained medicolegal professionals and child advocates to conduct comprehensive infant death investigations.
2012, the CDC developed a statsed SUID @se Registry (SUIBCR) pilot program to supplement current vital
statisticsbased surveillance methods (currently, Arizona, Colorado, Louisiana, Michigan, Minnesota, New Jerse
New Mexico, New Hampshire, and Wisconsin are participating in the pilot).

The term Sudden Unexpected Infant Death (SUID) may be thought of as a cause of death classification used befo
thorough investigation assists a coroner or medical examiner in determining a cause of death.

Sudden Unexpected
Infant Death (SUID)
Mness Sudden Infant Asphyxia-Related Sudden
Death Syndrome Unexplained
Infection, (SIDS) Overlay/Pollover, Death in Infancy
Metabolic Entrapment, (SUDI)/Cause
Disorders, Positional Undetermined
Congemnital Asphyxia
Abnormalities

Figure 1: Classification of Infant Deaths

Both Sudden Infant Death Syndrome (SIDS) and Sudden Unexplained Death in Infancy (SUDI) are causes of de
attributed to the sudden death of an infant less than one year of age in which a thorough investigation, includin
completeautopsy, scene investigation, review of the medical/clinical history, and appropriate laboratoryaistiog
identify a specific cause of death (Centers for Disease Control and PreventionTB81Sational Association of
Medical Examiners Ad Hoc Camttee on Sudden Unexplained Infant Death, 2007, p. 4). A death should be classifiec
as SUDI, not SIDS, when one of the following situations is present:

®The CDC6ds Funding Opportunity Announc e megfarmerlyf SUDCR) Wit beS u d c
released in the spring of 2014&tate health departments are encouraged to create teams of child death review experts and apply
participate.
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1. The case meets the criteria for SIDS, but there is evidence of a disease condition whose comdrithéion
death is unknown or cannot be excluded as a causative or contributing factor.

2. The case meets the criteria for SIDS, but there is evidence of an external condition or risk factor (such as |
sharing with adults, sleeping face down on a soft pillowsleeping on an adult mattress) whose contribution
to the death is unknown or cannot be excluded as a causative or contributing factor.

3. Something in the investigation precludes a diagnosis of SIDS, but the cause and manner of death have
been determiree

A case would be properly classified as SIDS when there is no other cause of death identified after a complete auto
including toxicology and other laboratory tests, scene investigation, and review of the medical/clinical history, ar
there are no urawal scene findings or sleeping conditions identified (The National Association of Medical Examiners
2002).

The National Association of Medical Examiners ( NAME
Death Investigative Report Form or a damichecklist to conduct a scene investigation, and also recommends that
coroners/ medi cal examiners identify and record conc

contributed to the death but are included on the death certificatedeetteeir connection to the death cannot be ruled
out (The National Association of Medical Examiners Ad Hoc Committee on Sudden Unexplained Infant Death, 200
p. 12). In response to these recommendations, the Cook County Medical Examiner and cordheossifegan
including more conditions such as fibed sharingodo or
deaths.

When investigating an infant death, the scope of a
determining the original position of the infant when first found unresponsive, conducting interviews, obtaining
medical and social history, and whether the family had any previous unexplained infant or childhoodTtheaths
National Association of Medicd&txaminers Ad Hoc Committee on Sudden Unexplained Infant Death, 20076pp. 4
12). The information that must be obtained before an investigation is considered complete is attached to this repor
Appendix A.

Because the criteria for classifying arfiant death as SIDS or SUDI are so similar, there is variability within counties
in lllinois about what circumstances result in a finding of SIDS (a natural manner of death), versus SUDI (a
undetermined manner of death). For example, in some countiethtaievise unremarkable death of an infant co
sleeping in an adult bed might be called a SIDS death. Because SIDS is considered natural, the death would nc
indicated by DCFS. In many counties, the same death would be called a SUDI death, an undetesimieecbf
death. Because the death involvedstaeping, it would be investigated by the Department, and might be indicated for
Substantial Risk of Physical Injury by Neglect or Death by Neglect.

Reasons for the Change in SIDS and SUDI Mortality Rates

Over the past 20 years, the rate of infant mortality attributed to SIDS has decreased while the rate of infant dee
attributed to accidental asphyxiation or unknown causes has incfedseuhrt, this is due to the reclassification of
some unexplaineihfant deaths that historically would have been classified as SIDS, but whose cause was determin
after a thorough investigatiofshapireaMendoza, 2009, p. 538)In addition, the national Back to Sleep campaign
which promoted education and public awa®s of SIDS risk factors is credited with the precipitous drop in SIDS
deaths over the past few decafi€sney, 2009, p. 795)

® A 2004 study looked at 20 years of infant mortality data and conclirfadt mortality rates attributable toceidental
suffocation and strangulation in bed quadrugletiveenl984and 2004 ShapireMendoza, 2009, p. 536)
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Success of the Back to Sleep Campaign

The Back to Sleep public education campaign has been credited with significantiyhgethgciactual incidence of
SIDSwhil e increasing the publicds a(BhapreMerdozm, 2009, ppu588 a f
538). One study suggests that if parents were made as aware of the risks of sleeping with their baby asdggck to S
made them aware of the risks of babies sleeping on their stomachs, a substantial further reduction in infant de:
could be achieve(Carpenter R., 2013, p. 10).

Public health campaigns that promote education about safe sleep have been resiaktirses since the early 1990s

to accommodate new information 2000, the American Academy of Pediatrics (AAP) amended the Back to Sleep
campaign to include information regarding the hazards of bed sharing under certain conditions; in 2005, the A/
amended their recommendations to include a supine sleep position, a firm sleep surface with no loose bedding
blankets, and a separate sleep area for ifagional Institute of Child Health and Human Development, 2813)
Currently, thepAARMpaBgoki nocl Bdeese t he @ ABdCtde canmpaigp a i ¢
educates parents about placing their infant to sleep (A)lone, on their (B)ack, and in gT&3ki-orce on Sudden
Infant Death Syndrome, 201%)

Although public health orgamations like the AAP that championed the Back to Sleep movement have now expande:
their safe sleep guidelines and recommend againsteeping'® public acceptance of this information has not been
widespread, and there are barriers that impede widespreegtance of the recommendation.

Risks Associated With CeSleeping

A 2013 British study titledBed Sharing When Parents Do Not Smoke: Is There a Risk of &li®Pthat bedsharing

is especially dangerous when combined with known risk factors suchokingmdrug or alcohol use, and low birth
weight (Carpenter R., 2013, p. 1).The study reported a slightly increased risk of unexplained death for all infants
under three months of age whoslept with an adult, regardless of whether or not the infaate breastfed, exposed
to maternal tobacco smoking, or i f their mot(Gagenter co
R., 2013, p. 8).The study also found that bottle feeding increases the risk of unexplained infan{Cheathter R.,
2013, p. 8).

The American Academy of Pediatrics (AARJoes not recommend ®&beeping with infants because of research

suggesting it Amight increase the risk of overheat:i
tobaccos moke, which are all ri sl feapti mags AfeapoSkeBStheand
accident al injury and death, such as s Task&arce bniSadden a

Infant Death Syndrom&011).

" SIDSmortality rates in the United States declined almost 50% between 1992 angspapi#eMendoza, 2009p. 535.

8 Other Recommendatioswarfin[ed] against letting baby get too warm during sleep and suggest[ed] using a fabiierreduce
SIDSrisk 0

°A 2013 JAMA editorial tittedBed Sharing per se Is Not Dangerogsu e st i ons whet her the dat a
recommendationgainst bedsharing is accurate | i ght of the Anonuniform and wunver
death(Bergman, 2013)

191n 2012, theNational Institute of Child Health and Human Developmet | CHD) rebranded the HfABac
the ASafe to Sleepd campaign, which continues to promot e
to reduce the risk of SIDS and other sleep | at ed ¢ a u s e gNatmrdal Irstituteaoh €hild Headtht dnd Human
Developnent, 2013)

' The Carpenter study was criticized in a 2013 Praeclarus Press White Paper that found the conclusions to be unsubstant
because the analysis used Afaulty and missing datringaadnd ¢
r i g Wwhiledthe Carpenter analysis did include major risk factors associated with SIDS [sleep position, parent smoking, alcof
use, drug use, birthweight and infant age, the aatudytgiod
bedding (sleep surface) or temperat{feaeclarus Press White Paper, 2013).
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Unsafe sleeping environments, such as an adult bed or couch, increase the likelihood of an overlay suffocation wi
the person (adult or child) sleeping with the infant rolls over and unintentionally smothers the infant. Unsafe sleepi
enviimments also increase the | ikelihood of accidenta

soft bedding or wedged in a small space such as between the mattress and a wall or between couch cushions. EXc
or heavy bedding on an adbkd can cause an infant to overheat and increases the likelihood of accidental suffocatiol
asphyxiation or entrapment in loose bedding materials.

The Consumer Product Safety Commission and the National Institute of Child Health and Human Develogment n
report that infants sleeping in adult beds are 20 times more likely to suffocate than infants who sleep alone in cr
(National Maternal and Child Health Bureau Center for Child Death Review). The National Infant Sleep Positio

Study found Bieofamasedvhwere 2.9 times more | ikelyét
and they were al most twice as I|ikely t o (Willmger 2003epmx. ed
46).

The Prevalence of CeSleeping

The Pregnaay Risk Assessment Monitoring System (PRAMS)

The Pregnancy Risk Assessment Monitoring System (PRAMS) is a surveillance project of the Centers for Dises
Control and Prevention (CDC) and state health departments. It collectspstaific, populatiorbasel dataabout
maternal behaviors and experiences before, during and after pregnancy that may be associated with adverse pregt
outcomes. lllinois is one dforty state¥’ representing approximately 78% of all U.S. live births thatrently
participate n the PRAMS surveillance proje@enters for Disease Control and Prevention, 20B@¢ry month in
lllinois, approximately 200 mothers who gave birth that month are contacted and asked to complete writtelf surveys.

The PRAMS questionnaire has two parésset of core questions asked by all states and a second set of questions fro
a pretested list of standard questions developed by the CDC or developed by states on tiairaokesult, each
state's PRAMS questionnaire is unigWenong the second saif questions surveyed by PRAMS are parental
behaviors related to their i nfant ds sl eep.

Because each state can develop supplemental questions, some states have developed specific questions tar
patterns of cesleeping. For exampl®jaryland 20092011 PRAMS surveys included the followingestion**

How often does your new baby sleep in the same bed with you or anyone else:
A Always
A Often
A Sometimes
A Rarely
A Never

12New York City also participates in the Pregnancy Risk Assessment Monitoring System.
¥“The 200 mothers repr es e mofeligiblebathcerifitaies i ed systematic sampl
4 Prior to 2009, the Maryland PRAMS survey did not ask this question.
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Sometimes
18%

Figure 2 Prevalence ofCo-Sleeping, Maryland 20092011
(Maryland Pregnancy Risk Assessment Monitoring Systen2011)

Maryland was able to determine and report on the prevalance of women reportilegming (see Chart above).
PRAMS collects data not available from other sesrabout pregnancy and the first few months after Qitth.data

gat her ed b wsedtR illdvitBy giogps df women and infants at high risk for health problems, to monitor
changes in health status, and to measure progress towards goals in impréevieg heal t h of mot |
(Centers for Disease Control and Prevention, 2013)

Maryland used its data to focus on specific campaigns to raise awareness among its minority population to prey
sleeprelated deaths. In Baltimore City, most of ihfant deaths were not from natural causes but were deaths with
risk factors of cesleeping, objects in the crib, and stomach sleefiBga | t i mor e6s fAB&dmore for
Initiative targeted education about the dangers efleeping to minaty communities, and developed a video
presentation about safe siéép.n 2012 Bal ti moreds infant mortality r
initiation of ABO&more for Healthy Babiesod in 2009.

I'lTlTinoisd 2009 PRAMinas limited to a BUe er alse skatiemente y qu e s
My new baby sleeps with another person .................... T F

I n 2009, 17. 9% of the |1 1linois mot hers who partici
sleeps with anotlmeperson (lllinois Pregnancy Risk Assessment Monitoring System, 2009, p. 39). The lllinois
Department of Public Health has not published its PRAMS survey results sinc€ 2009.

Co-Sleeping and Infant Mortality in Minority and Low Income Families

The lllinois Violent Death Reporting System analyzed sleep related deaths in lllinois from 2003 through 2005 ar
determined that in Cook County, African American infants are 12 times more likely than White infants to die fron
sleeprelated causeChild Health DataLab at Children's Memorial Hospital, 2010, p.'¥)The incidence of infant
deaths due to unsafe sleep is significantly higher

!5 personal communication with Jana Goins, Epidemiologist, Maternal and Child Health, Baltimore City Health Departmen
December 11, 2013.

*The B'morefor HealthyBabies &fe Sleep Videaan be found online dttp://www.youtube.com/watch?v=yBBiG6e4xRw

7 Staff shortages have limited the ability to produce new reports; personal communication December 2013.

18 Only data from Cook County was analyzed for this report. Theoalis one Medical Examiner system in the State of lllinois;
the Cook County Medical Examinerds jurisdiction includes
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the middle portion of the south side and on the west #idéthe suburbs, the deaths are roughly clustered in the
Harvey/ Dol ton area, the Oak Par k/ Ci c e (Child ldealth ®ataaLabdat t h
Children's Memorial Hospital, 2010, p. 3.n anal ysi s of @t h endgenungd irfgntrdeaths il i <
Chicago strongly suggests an (Chikl slenithiData lialo at Children'siMemarial e
Hospital, 2010, p. 2).

In her introduction to the 2010 Reduction of Infant Mortality in lllinois Report, $mgref Illinois Department of
Human Services Mi chel l e R. B. Saddl er stated, A Whi l
disparity in infant mortality that must be eliminated. An Afrigdamerican infant born in lllinois is still moréhan two

and a half times as likely as a Caucasian infant to die before reaching one year of age. Our current efforts
commendabl e, but (Hlitoe Pepatmaent ohHuman Servicesg201d, lett&@lrrently, the rate of
infant mortalitydeaths among Caucasians and Hispanics in lllinois are close to the Healthy People national goal of :
deaths per 1,000 live births; the rates among Afrisarericans, however, are at a high level of 13.4 deaths per 1,000
live births (lllinois Department bHuman Services, 2011, p. 23lllinois will not be successful in reducing its infant
mortality rate until the ratio of Africamerican to Caucasian infant deaths is improgddhois Department of
Human Services, 2011, p. 25).

The National Infant 8 ep Position Study found the number of i n
more than doubled, from 5.5% to 12.8%, between 1993 and @®ilinger, 2003, pp. 445) The 17year National
Infant Sleep Position Study conducted annual telaphinterviews with families of infants less than eight months of
age in order to fexamine trends i n be dWiigerr2008, 9.€3.n d
The study found that bed sharing with infants was more common thardeses predicted: 13% of infants usually
slept in adult beds; about 20% of infants slept in an adult bed at least half of the time; and almost 50% of infants sl
in an adult bed at some point during the two weeks before being suWeilieager, 2003,pp. 4648).

The study -wead moViithg everage calculationo to deter
ethnic groups. This study found Ait was more C€O0mm
half ormor e of t he ti me t hanWilngef, 2003, . 44).fBetweéni 1098 anch @Q1l® ¢he s ¢
percentage of white families bed sharing increased from 4.9% to 9.1%; during the same period, the percentage
Hispanic families bed sharing increasednir@2.5% to 20.5% and the percentage of Afriéanerican families bed
sharing increased from 21.2% to 38.{®fational Institutes of Health, 2013).

Usually Bed-sharing

19954 1996 1996 2000 2002 2004 2006

Year

Trends in Infant Bed Sharing in the United States, 1992010
http://www.nih.gov/news/dalth/sep2013/nich80.htm
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The National Infant Sleep Position Study also found an increased likelihood of anrinfanély bed sharing when
there is a low household incorf@illinger, 2003, p. 45§° A 2008 study irPediatricsfound 14% of women surveyed
who bed shared fAfelt the practice was(Haekf2608, p.tshlai n ¢
2006 study surveyed 671 mothers of infants at Women, Infants, and Children (WIC) prograni’aerdedsind 29%

of the mothers believed that having their infant sleep with an adult helped to preverfC8IE&, 2006, p. €248).

The incidence of bedharing in low income households has not been extensively researched, although data from
study oflowi ncome families |iving in the District of Col
normative behavior o i n 50%hoé3 to dnontmodinfants,yredominantliz loviicarhemo s t
inner city infants routinel y (Brdnmer, 2003gp. 20Thb dath alsoisugdested p
that bed sharing occasionally occurred even in families where the infafiyisept aloné!

Some Literature Supports €3leeping

Cosleeping is championed by some academics because it is perceived as increasirahifsthteomding and the
likelihood of breastfeeding, both of which are associated with more positive outcomesilfiren. There is
disagreement in the scientific and medical communities about whether bed sharing, in the absence of increased
factor® such as intoxication, smoking, use of illegal drugs or ob&sityes in fact increase the risk of infant death.
Because studies have found Alittle or no independer
sleeping like James J. McKefhh ak e t he stance that famong parents w
sleeping with theiriniat i s a perfectly r eason a(@dsser,2006, p.9WL ent i al

Proponents of bed sharing fear an -aotsleeping campaign forneamo ki ng mot her s Awoul d
any effect on the SIDS rates but could denys¢henothers and infants any potential advantages -sleeping,

i ncludi ng acces §iHemmingt 2006,tpolTheyhpeint to itsecaltsral and historical acceptability,
and note that esleeping (including skito-s ki n car e, c aore d)k aing afi momcepted as

ant hropol ogi sts and infant physiologists, 0 and ther
societies in which bed s hRFlemmmng, 2086, @ 2)m addition, praponents cldainu r a
thatces | eeping with infants can | ead to fAi mproved brea
and improved paredthi | d bonding, 06 all of which Amay r(Gdssndr,e ¢
2006, p. 990).

Breastfeeding advocates fear recommendations agairsséeuping could place more infants at risk for unexplained
death by causing a decrease in the number of infants that are b@astieche experts worry 0a
reduced rates or duration of b {PeFemnifgee0d,p2g may i ncr e

Reasons Parents Choose to Bed Share

A 2003 study irClinical Pediatricsexamined the way parents are educated about safe sleep practices and conclude
parent 6s knowledge about safe sl eep pr act-sleep andfdunck s
many parents chose to bed s h(gorlveer, 20@3¢c @ L04%In toid study, 68% at r e |
parents practiced besharingregulayio t hes e parentsfeelposakdr twieyhi€élbe b,
that it is Obetter f @orlwdrl2003, p. 40439)Althoagh theemajoritymfsparents ttept me ¢
because of parental preference, 16%hefparents who practiced bed sharing in this study did so because they did no
have a crib(Forlwer, 2003, p. 10499T he st udy al so found that some pare
sharingo if their i nfant(Fornek2083 pul®49).. n the middle of

¥ The study also found a higher incidence ostping when a mother is less than 18 years old.

2 WIC program centerin Boston, Massachusetts, Dallas, Texas, Los Angeles, California, and New Haven, Connectcut
included in this study

2L 4% of the families who responded their infant usually sleptealdmitted their infant did not sleep alone the night prior to the
interview.

2 professor of Biological Anthropology and Director of the MotBaby Sleep Laboratory at the University of Notre Dame.
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The rates of bedharing are highest when an infant is youngest: one study found 59% to 65% of mothers lay down
slept with their infant at night during the first three months after Ightuck, 2008, p. s113)Rates of casleeping
declined as infants aged, with 42% of infants bed sharing at two weeks, 34% bed sharing at three months, and 27%
sharing at 12 month@ddauck, 2008, p. s115. he t hree most common reasons (gi
fussyinfant,tchel p t he i nfant and/ or t he mdHalck 20085d. €1¥5p and t

Pop culture may reinforce beliefs that sleeping with an infant is an acceptable practice. A 2013 Christmas Pandora
commercial portrayed a caring husbdedning over his wife, who was sleeping in bed with their infant. A 2011
episode ofParenthoodsa fictional TV series, showed a father falling asleep on a couch while holding and bonding
with his newborn daughter. These portrayals are intended to canagrtor empathetic moments of parents sleeping
with or nodding off from exhaustion while holding their newborn infants.

What or How Much Education About Safe Sleep Works?

Af ter giving birth at a hos | , infoemationpadoute cartng forfar e
newborn, o however, studies h found Ainfant sl eep
b r oc hkodwerd 2003, pp. 1042050). To bett er ucate new par euctos,, i
reinforcement and demonstrationdo of safe sl eep prac
potenti al caregivers, o0 and that educat i o(Rorineerh 2003t p. s a
1050). ltisalos r ecommended that npediatricians, family phy
be comfortable bringing up bed sharing with paren:
nonjudgment al ébut thhbutonhheysi sheoe azg fdledr @2 d. 1049).t h

pita
ave
ed

Research has shown parentsd attitudes about safe s
receive from nurses and phy sentsrecaivegegarding SIDSfptiohte dischangesio n
hi ghly nur se an d(Fglwey 2003; p. 42049)Despite dawdnéuerttiad physicians can be in helping
parents | earn about safe sl eep pr ac tutgafesleep praotiees wund d
t hat o ALB% of math@r8dsurveyed] responded that a doctor or nurse had advised them not to take the infant
bed wi t(Hauck, RGO8np. s118).

The lllinois Child Death Review Teams recommended that paren@regicers be indicated for Substantial Risk of
Physical Injury by Neglect if before their baby died in an unsafe sleep environment they had received informati
about safe sleep and chose not to follow it. Child protection investigators seek to detehaihervparents or
caregivers of an infant who died while-sol e epi ng have been fiedu-sleepingdibis ab
thought if parents know about the risks of-steeping and decide to -sbeep anyway, they are consciously
disregarding a suhantial and unjustifiable risk that their child will suffer death or serious injury.

Determining whether parents received sufficient education about safe sleep can be difficult to assess. Literature al
adult | earning s uglepmand setaiamew iafdrmdtidn & $mitedpaind is especially@ompromised
during periods of stress, exhaustion, anxiety, or depression. Merely talking to a new parent one time about the risk
co-sleeping (or providing them with a brochure about safepspractices) does not necessarily equate to educating
that parent, and it is important to consider barriers that prevent a parent from fully understanding the risks of c
sleeping when they are presented. In addition, differences in language and cultare we | | as the
scientific languaged can make i (Rzepnicki, 2004 ppl 27290).o0r new

New information must be processed and not me r amndy i
Afaccurate understandingod can fAinclude information o
are limits to how much new information can be proce3se®¢ s ear ch suggests fApeopl e
6chunks® ofonneant iannfyRzepmaki, 2004, pEe »7390). The stress new parents experience and
their exposure to an overwhelming amount of new information undoubtedly impedes their ability to retain and proce
new information.
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Furthermore, it is hard to @asure how much a person understands the many ways in which they must change the
daily behavior as a result of new informati@Rzepnicki, 2004, pp. 273290). This means that while a parent might
truthfully tell a doctor or nurse they will not &beep vith their infant, they may not consider the numerous actual
changes they must make in their daily routines to a
behavior in response to new i nfprremsagiiom, carn arex iceotmp
common emotions for new parerfi®zepnicki, 2004, pp. 27290). Newborn infants may need to be fed every hour
and a half to two hours, and that combined with the increased stress of parents beidgpsleeg diring the first
weeks of adjusting to a new infant leads to parental exhaustion.

DCFS Investigation of CaSleeping Deaths

Prior to the 1llinois Child Death Review Teamsod re
investigation unlesabuse or neglect in the death was specifically alleged. After the Department began taking fc
investigation calls that were previously reported for informatinly purposes, the number of infant deaths
investigated and indicated by the Department irsgéaThe Department has not yet promulgated rules and procedures
regarding the investigation of sleegated deaths which would include requirements for investigation and what
evidence is needed to support a finding. Consequently, investigative tafksnpdrand the rationales for findings

are inconsistent among child protection investigators.

Definitions of Neglect

An indicated finding for Allegation 51, Death by Neglect, requires a determination that a perpetrator exercised
fiblatant disregardop ar ent al (or other person respooswhiehfoes
a death (89 Ill. Admin. Code 8300 Appendix B). UnderAleised and Neglected Child Reporting Acpaent or
caretaker e x er c i whema rdilbdigaificantn and imhmireemt @sl af haani would be so obvious to a
reasonable parent or caretaker that it is unlikely that a reasonable parent or caretaker would have exposed the ch
to the danger without exercising precautionary measures togirtite child fromharm ( 325 | LCS 5/ 3)

An indicated finding for Allegation 60, Substantial Risk of Physical Injury by Neglect, requires a determination tha
it he childbés environment creates a | iJoang brhwelfard and the h a
|l ikely harm to the child is the result o32516CSB/B)at ant

Inconsistent Investigation and Findings in-Steeping Deaths

The Office of the Inspector General has noted srd#ath reviews and investigations that the practice of indicating
parents for neglect allegations based on -aleeping death is inconsistent. In FY 2009, the Office of the Inspector
General reviewed three death cases in which a parent was indicalshforby Neglect because an infant died in an
unsafe sleep situation; all three cases involved parents drinking or using drugs. In FY 2010, the Office of t
Inspector General reviewed two cases in which a parent was indicated for Death by Negleithdrutase involved
parental alcohol or drug use. In FY 2011, there were seven cases in which a parent was indicated for Death
Neglect; only three of those cases involved parental alcohol or drug use. In FY 2012, there were ten cases whe
parent wa indicated for Death by Neglect; only three of those cases involved parental alcohol or drug use.

In FY 2013 the Office of the Inspector General reviewed 93 child deaths that fit its criteria of children whose familie
were involved in the child welfargystem within the preceding twelve months. Of the 93 child deaths reviewed, 25
(27%) of the deaths involved unsafe sleeping arrangements. Fmentf the unsafe sleeping arrangements involved
co-sleeping. In 15 (68%) of the 22 investigations, theteker was indicated. Twelve of the caretakers were indicated
for Death by Neglect, a finding which is retained for 50 years and three were indicated for Substantial Risk of Physi
Injury by Neglect, which carries a five year retention. Only 2 of theak2s indicated for Death by Neglect involved
the caretaker being under the influence of drugs or alcohol at the time of death. Six (27%) ofl#epiog
investigations were unfoundéd.

% One investigation was still pending at the timeefiew.
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Number of Parents Indicated After Co-Sleeping Infant Death

14
12 —
10 — M Casesnot involving
alcohol/drug intoxication
8 — where parents indicated
for Death by Neglect
6 I

Cases involving
alcohol/drug intoxication
4 — where parents indicated

for Death by Neglect
il l -
0]

FY2009 FY2010 FY2011 FY2012 FY2013

The following case descriptions illustrate the incamesisfindings being made in investigations involvingsteeping:

e A two-monthold infant was discovered unresponsive in bed after being put to sleep in an adult bed
with her mother and two siblings (aged.’2 years and-1/2 years). The family had a @y pen, but
the mother stated the infant liked to sleep with her. At the time the infant died, the play pen was not
full of clothing or anything else that would pose a barrier to its use. The two older children did not
want to sleep in their own beds waehey normally slept 6 the mother and infant slept on the
right side of the bed and the two other children laid across the foot of the bed. A substance abuse
screen was conducted and neither alcohol nor drug use was disdlbsebtline was contaaeby
police, who reported there were no signs of abuse, trauma or medical issues, and that the doctor
believed the death was caused by rollover. The family was maintained in a safety plan for nine
months, where the mother was not allowed to live withdhddren. The children stayed with their
grandmother, who lived in the apartment below the mother. As a result of a backlog in the medical
examineroés office, the official autopsy results
death. Themedical examiner ruled the manner of death was accident archilse was asphyxia
resulting from probable overlayOnce the Department received the autopsy, the mother was indicated
for Death by Neglect, which carries a 50 year retention. As the mistimeschool to become a nurse,
the indicated finding threatens her future carées,(Cook County, 2013).

o A six-weekold infant died and the mother se#fported that she had found the infant dead in her arms
after falling asleep with the child. ThBepartment indicated the mother for Allegation #60,

“The Depart ment had contact with this family |l ess than
inadequate supervision against the mother. Despite the fact the allegation was unfounded, the family was referrechfor Norr
services to purchase toddler beds. Although the investigation aftercare plan documented that the family was referred, furt
investigation revealed that they may not have received these funds.

% n May 2006 the Office of the Inspector General begistributing portable cribs to child protection workers throughout
lllinois. The Office of the Inspector Generalrstal purchasing the cribs from the Rprofit organization Cribs for Kids in May
201@® prior to that time, portable cribs were obtainednira variety of other sources. In FY 2011, the Department assumed
responsibility for the purchase and distribution of portable cribs.
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Substantial Risk of Physical Injury by Neglect, after an investigation showed that the mother had been
educated about safe sleep practices and the need to place the child in a crib to sleep. The mother
appealed the finding which was overturned on administrative appeal because the administrative law
judge found that the Department failed to show that the mother intended to fall asleep with the child.
At the hearing, the mother admitted that she kneveb#iain to sleep with the infant, but claimed that

she had not intended to fall asleep, but was apparently more exhausted than she realized when she laid
down with the baby. Under these conditions, the administrative review determined that she could not
be indicated for Allegation # 60, Substantial Risk of Physical Injury by Ne(fe@&., Lake County,

2011).

A onemonthold infant was found unresponsive after sleeping with his father on a couch and being
placed facel own on t he f attheadeathsthe family was given iffarmhation abbub not
co-sleeping with their infant; the family had a crib and bassinet, and the infant usually slept in the
bassinet unless not feeling well. The father reported he had been sleeping with the infanboatthe

for two weeks because the infant was not feeling well and would not sleep unless someone was
holding him. The father drank two beers on the evening the infant died, but did not report feeling
intoxicated or buzzed. When the mother discoveredrifamt positioned between the father and a
couch cushion, she began performing CPR. The father was unfounded for Allegatie&sil by
Neglect, and Allegation #60, Substantial Risk of Physical Injury by Neglect with the rationale that the
infant died of SUDI due to cesleeping; there were no reported concerns of trauma or evidence of
blatant disregard; although the parents were educated abslgequng, it is culturally common for

this type of cesleeping to occur; and the father was sleeping witlcktild on the couch for several
days because the child would not sleep without being M. (Crawford County, 2012).

A two-monthold infant was discovered unresponsive around 7:00 a.m. by her father. The infant had

slept between her parents in twortvtieds pushed together. The family resided in a shelter, and there

was no crib or bassinet in their room. The father reported smoking marijuana and staying awake until

4:00 a.m. playing video games. The infant, who had a cold and was congested, was lakveet

that time. No signs of abuse or neglect were observed on any of the other five children residing at the
shelter, who were removed under a safety plan. The medical examiner ruled the cause and manner of
death undetermined, and noted the infawas f ound by the father on a
up. o Both parents were indicated for allegati or
#60, Substantial Risk of Physical Injury by Neglddt), Cook County, 2013).

A two-monthold infant was found unresponsive in an adult bed. The previous evening, the infant had

sl ept in the same bed as her mother. I n the mor
father from work. The mother believed the infant was sleeping wiete#f the home; while she was

gone, her brother checked on the infant and found her sleeping on her back in the bed. When the
mother returned, she discovered the baby unresponsive in the bed. The mother had found a bug in the

i nfant s c rsiwhy,she dad gplacédhher tinfanv @ sleep with her in bed. The mother was
indicated for Allegation #51, Death by Neglect and for Allegation #60, Substantial Risk of Physical

Injury by Neglect, to her two surviving children. The father was indicated ftagation #60,

Substantial Risk of Physical Injury by Neglect, because he allowed the mother to sleep with the infant
(M.R., LaSalle County, 2012).

A sevenmonthold infant, who was born two months prematurely and needed a feeding tube, was
discovered uresponsive in an adult bed after her motherdsleéepwhile feeding heand accidently

left the feeding tube runningThere was a crib/bassinet in the corner of the bedroom. No signs of

abuse or neglect were observed on any of the four other childieg in the home, who were

removed under a safety plan. The medical examiner ruled the cause and manner of death
undeter mi ned, Ain consideration of the circumst .
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ancillary studies and scene investigatidmick indicate an unsafe sleep environmentgleeping/bed
sharing). o Al l egations #51, Death by Neglect,
Negl ect, against the infantds mother were unfoul
the medical examiner did not classify the death as a rollover; the parents responded immediately upon
noticing their child was in distress; and no arrests or criminal charges were filed against either parent
(S.A, Cook County, 2013).

Review of Indicate&indings

The Office of the Inspector General reviewed all first sequence allegations of Death by Neglect related to unsafe sl
practices in FY 2011, FY 2012, and FY 2013. Some of the unfounded investigations were unavailable for revie
because they haveeen expunged. Between FY 2011 and FY 2013, the number of cases indicated for Death |
Neglect based on esleeping alone, with no evidence of other neglect, increaseddiour

In FY 2011, the Department investigated 41 allegations of Death bydteglated to unsafe sleep practiceEleven

(27%) of the 41 investigations were indicated. In six of the 11 indicated reports, the parent(s) had abused alcoho
drugs prior to the cgleeping death. In another, the investigation disclosed a chaoisehold. In the four remaining
indicated investigations, the parents were indicated for Death by Neglect basedl®eapoag alone, with no evidence

of other neglect.

In FY 2012 the Department investigated 66 allegations of death by neglect relateshfe sleep practices. Twenty

one (32%) of the sixtgix investigations were indicated. In six of the indicated reports the parents(s) had used drugs
alcohol prior to the csleeping death. Another six investigations had other identified risk faoitsling chaotic
household, environmental neglect, physical abuse and a prior death of another child. In nine investigations the par
were indicated for death by neglect based enleeping with no evidence of other neglect.

In FY 2013 the Departnm investigated 65 allegations of death by neglect related to unsafe sleep pradtuey-

three (51%) of the investigations were indicated. In eight of the indicated reports the parent(s) had used drugs
alcohol prior to the celeeping deaths. Artmér three reports involved other identified risk factors. Six investigations
involved accidental positional asphyxia or entrapment with no other identified risk factors. In sixteen investigations tl
parents were indicated for death by neglect based-gfeeping with no evidence of other neglect.

The Office of the I nspector Ge nrelatel ldgath byrneglefidumdvonlp dne i n -
report where protective custody was taken of a surviving sibling.-yea8old mother was idicated after she eslept

with her three month old twins and one of the twins died. There was no indication during the investigation that tl
mother used drugs or alcohol, nor any other reports of neglect. The mother reported that she was not kack if she
roll ed over on the baby or not but she was indicate
was taken into custody and placed with a relatiMering an extended shelter care hearing, the judge found that the
State faileda@ meet its burden of proof to substantiate risk of harm to the surviving sibling. The judge returned custoc
to the mother and dismissed the case.

Safety Plans

Once a child death is accepted for investigation, a mandatory safety plan is put into plabe antopsy report is
obtained. Most of the surviving siblings that are separated from their families through a safety plan are of an age wt
they are no longer at risk of harm from-sleeping. Because it can take several months to obtain an atgppsly
parents who already lost one child and children who have lost a sibling may be separated for long periods of tir

% This number does not include investigations that were overturned on appeal.
" Three investigations are pending, twalwdse pending are sleep related deaths.
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adding to the grief they are already experienéindn its review and investigation of child deaths in FY 2013, the
Office of the hspector General found that in three of thesle®ping child protection death investigations with
surviving siblings, the surviving children were placed in safety plans outside the care of their parents during tl
pendency of the investigations for seveight and nine months, while the Department awaited completion of the
infants® autopsy reports. A parent was indicated f
example above).

Case Law Involving CoSleeping Infant Deaths

The Office of the Inspector General has reviewed case law to identify cases where parents have been held crimin
liable for the death of a child due to bed sharing or have had an indicated finding of child abuse or neglect uphelc
court. Nine statesncluding lllinois, have cases in which parents were held liable fste@ping deaths.

In 1997, the lllinois courts addressed whether risk of harm to surviving siblings was demonstrated after an infant d
while cosleeping with his mother on a coudfter she hacdonsumedit wo s hot sod of eggno
appellate court affirmed the trial courtdés finding
the mother had failed to exercise a reasonable degree of cangpplort of its finding, the court noted that the medical
examiner had determined that the infantés -slee@ngtvaswa s
Ainot detri ment al and, i n s donmeK.&,HEL288 1. AppBE 72& 682 B.E.2dOb a |
(I.App.1997).

In two cases in Utah, families were held criminally responsible because -8leeping death was the second co
sleeping infant death in the same family. Georgia, Florida, Tennessee, Arizona, Minimeate, and California
have found liability because of parental misuse of drugs or alcohol.

Two recent cases in California examined parental culpability when infants died wisileeping and their mothers
were intoxicated at the time. In one cabe, mother was found guilty of felony child endangerment and sentenced to
eight years in prison based on the facts that she habituasigpband habitually abused alcohol. In the other case, the
court found that the State had not proven that the metiesented a risk of harm to surviving siblings when an infant
died while cesleeping with her while she was intoxicated. The court found that risk of harm could not be showi
unless the State established that she had a habit or pattern of alcohot drugjtabusé’

Analysis of Findings of Administrative Appeals of Indicated Findings for CeSleeping

The Office of the Inspector General reviewed available lllinois administrative appeals involvaheppong or other
unsafe sleep practice. There wene¢hin FY 12, two in FY 13 and one in FY 14. The six appeals were decided by
six different administrative law judges (ALJS).

Findings Overturned Based on Failure to Sustain Burden of Proof

Five of the cases examined whether the Department had sustaifroiden of proof to indicate the appellant for
Death by Neglect (Allegation #5150 year retention) in cases of-sleeping or other unsafe sleep practice. In all five
cases, the ALJ determined that a finding of Death by Neglect was not supportidir of the five cases, the ALJ
found that the autopsy finding of AUndet er minedodo cr
Neglect. In the fifth case, the ALJ simply determined that although the child died of asphyxia aarkitie were
aware thatcs | eepi ng presented risks, the parents did not
theyonlyces | ept fiwhen the child needed extra care or com

% The prolonged separation of children from their parents seems to contradict the legislative intent of the statuteabaheequir
Cook County Medical Examineand lllinois coroners to provide prelimnargpor t s of autopsy within
when the child is under 2 and has died suddenly and unexpectedly (55 I.-G&LB)3

2 Arizona, Florida, Georgia, Indiana and Tennessee have sustained criminal findings against parentslaéipingdeaths
where the parents abused drugs or alcohol prior to engagingslieeming. Utah, in two separate cases, upheld criminal liability
to parents whose infants died while gleeping when each family had lost a previous child tsleeping.
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In the other four appeals, the ALJ found that the agtio§ down with the infant to nurse or comfort the child did not
create an environment iinjurious or demonstrate bl at
with nine children. The parents had received recommendations abeslesgi but chose not to use a crib because a
younger <c¢child had gotten caught in the slats and in
their experience and culture, and dia@ey. not demonstra

Finding Overturned Based on Failure to Show Substantial Impairment
In two of the appeals that were overturned, thsleeping parent had consumed several alcoholic drinks but there was
no showing of substantial impairment.

The Relevance of Saéeep Education

Five of the six appeals addressed whether the parents had received education about safe sleep. In three of the ar
the finding was overturned despite the parentsd adrt
pr ent 6s indicated finding of l nadequat e Su-gleeging withi o n
knowledge that the practice was risRyIn the fifth case, the indicated finding was overturned after the parent denied
having received edation about the risks of esleeping and testified that the lactation specialist at the hospital had
told her about the benefits of bredestding in bed.

Expungement Based on Exhaustion and the Failure to Show Blatant Disregard

In one appeal, the ALJ red that the mother was tired after a full day of work. The ALJ examined whether the
mot herds decision to | ay down in bed to breastfeed
safety or demonstrated blatant disregard for the@héld s af et y . The ALJ deter mine
determination was similar to the unpublished determination of the coRerms and Gonzalez v. DCH2 MR 251

Lake County Circuit Court 2012). RRamos the Department indicated a motherosh infant had died while in bed
with her. The indicated finding was based on the
sleeping was dangerous for infants. The mother filed an administrative appeal in which her indicated fiading w
upheld. The mother appealed her indicated finding to the circuit court. The circuit court overturned the administrati
finding. The mother testified that she misjudged how exhausted she was and had laid down with the child,
intending to fall aslep. The court noted that the Department had failed to show that the act of lying down with al

infantd without sleeping s howed a bl atant disregard for the child d
mother knew that the practice of sleeping withr child was dangerous, the Department had not shown that by lying
down with the infant, the mother hadatendedt o f al | asleep and overturned t

clearly erroneous*

30 Although not cited as the basis for upholding the finding, the ALJ noted that on the evening in question, the father had consun
ten alcoholic Ashooters. o

31 Child welfare systems in Louisiana and Wisconsin will not substantiate a finding against the pdesstshere is suspected or
actual abuse/neglect that exists apart from the bed sharing (Telephone conversations with Linda Hale, Wisconsin Departmer
Health Services and Linda Carter, LCSBMCS, ACSW, CPI Section Administrator, Louisiana Departmer@@tifdren & Family
Services). If the death is attributable purely tosteeping, including death attributable to possible overlay, and cause
undetermined, they do not substantiate findings against the parents for neglect.

Louisianabds cistatdsd wel fare policy

If the child was cesleeping with another child or an adult at the time of death and the initial suspicion/diagnosis

is SIDS, the information is not a report unless there is also a suspicion of abuse/neglect. An example of a
suspicious circumstece is an impaired adult sleeping with a child. If at a later date there is toxicology or other
evidence indicating a cause of death other than SIDS, the report may need to be accepted at that time. The
reporter shall be advised to contact the departrifearty later evidence indicates a possibility of abuse/neglect
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Diversion of Investigative Resources

Intensive ivestigative resources and training will need to accompany any attempt to consistently indicate parents
cosleeping. Even then, the Department may lose an administrative or judicial appeal because the parent r
successfully argue that there is instiffint scientific proof that celeepin@ in the absence of alcohol or drug dsés
blatantly dangerous.

In order to support an indicated finding for Allegation 60, Substantial Risk of Physical Injury by Neglect; for co
sleeping, the Investigator will havo be able to prove the following facts:

1. That the caregivers wegalfficientlyeducated about the dangers ofsteeping;

2. That the caregivantendedo ignore the risks of eeleeping;

3. That the practice of esleeping, in the absence of ingestion afgdr or alcohol by the caretaker, presents a
significant risk of harm to an infant.

I n addition, whil e awaiting receipt of the infantd:
Department will have to monitor that safety plan.tépsy reports, including toxicology results, may take several
months or more to be completed.

Conclusion

Infants should sleep alone, on their backs, and in cribs. -8stpd deaths are a preventable public health issue that
should be addressed aslsudndicating parents for esleeping with infants is Hadvised until such time as either the
legislature recognizes it as negligent or the scientific community is less divided on the question. lllinois law defin
negligence as acting with blatantdis gar d f or a cleind. 8latant dsradard is gefined as anadtion
which is so inherently dangerous that a reasonable parent would not subject their child to it. When surveys discl
that as many as 65% of parents admit tele@pingwith their infant at some time, a single act ofsteeping cannot
meet the definition of blatant disregard in the absence of other complicating factors suggesting négbgehcas
substance abuse, or a child whose medical needs maliteeging extra@inarily dangerous (assuming the parents
have been adequately advised).

The Departmentds deci si on t osleépingdeaths innhe absaende gfaallegations of 1
neglect or abuse (such as intoxicated parents) is a depadnresisting statute and rule. Mandated reporters are not
currently instructed -slde@ng requirep aaalkbtmthebhstlinel iAdninistoasve lave judges
have recognized the dissonance and have refused to uphold indicatedsfiodipgrents who eslept in a misguided
effort to comfort or nurse their child.

In addition, the decision to indicate for-steeping ignores other sleeglated risks such as parents smoking, and
placing the child to sleep on their stomach. Whetherdecision to cgleep with an infant demonstrates blatant
di sregard for a childds safety i s an i snsakingand eviewpy b |
the Joint Committee on Administrative Rules.

The Depart meaattcdis especiallyr leduided because it unfairly burdens poor families. Low quality
adult bedding (sagging mattresses and couches with gaps) may result in accidental asphyxiation more frequently 1
new bedding suggesting that poorer families witlore frequently be indicated. Studies have shown that minorities

(11/27/13 email from Linda Carter, LCSBACS, ACSW, CPI Section Administrator, Louisiana Department of Children &
Family Services).

Both Louisiana and Wisconsin have public education progrthat address esleeping, and have adopted strong
public health campaigns that work to reducestseping within minority populations.
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are more likely to caleepi also contributing to the disparate impact on already vulnerable families that indicated
findings may have.

In addition, lack of sleep and exhaustion casultein unintended csleeping; the exhaustion factor also affects the
ability of new parents to process the quantity of information they receive after leistrecially when that information
is contradicted by loved ones.

An indicated finding of DeathybNeglect remains in the State Central Register for 50 years. One reason the Stat
Central Register exists is to flag individuals who are unsuitable to care for or work with children (e.g., dayca
workers, teachers, nurses). It is inconceivable thaketfislature intended to bar individuals from such employment
because they unintentionally fell asleep with their baby or slept with their child in an effort to feed or comfort them.

Recommendations

1. This Report will be shared with the Secretary ofltleois Department of Human Services and the Director of
the lllinois Department of Public Health to addresssle®ping as a public health issue, including a focus on
the reduction of infant mortality rates among minority populations.

2. The Department o€hildren and Family Services should reinstate its historical practice of investigating co
sleeping deaths only when the report discloses circumstances suggesting possible abuse or neglect, such
intoxicated parent or a previous-steeping death inhe same family. In the alternative, the Department
should immediately convene public hearings toward adopting Rules governing investigating and indicating c
sleeping deaths.

3. The Inspector General will share this Report with the Senate Human ServicemButbee.

4. The I nspector Gener al wi || share this Report w
Subcommittee.
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Appendix A

It is recommended that the following conditions, if present in a specific case, be reported on the deattecertifica

Bedsharing

Unsafe or soft sleep surface (if found face down)
Previous unexplained infant death of sibling
Excessive blanketing or wrapping

Face down position when found

I ntoxication (defined as detection of a substanc
Prenatal egosure to tobacco smoke

Abrupt change in sleep position

Abrupt change in sleep location

Abrupt change in sleep surface

Injuries of unknown significance (specifying the type)

(The National Association of Medical Examiners Ad Hoc Committee on Sudden Uimexplafant Death, 2007, p.
12)
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GENERAL |INVESTIGATIONS

GENERAL INVESTIGATION 1

ALLEGATION After a seriousncident of domestic abuse, which was witnessed by five childrelf
investigator failed to take protective custody of the children even though the
had a history of four indicated findings, three for substantial risk of physical harm due toidonodshce
and one for physical abuse of a toddler.

INVESTIGATION The father had three children from a previous relationship who were rer
because of serious domestic violence against the mother. The father §
involved with a second woman who had a two yaldrdaughter. The father was indicated for Cuts, W
Bruises and Abrasions of the two yedd and was initially not permitted to live with them. The girlfrig
was pregnant and the father was permitted contact after the birth of the new baby, bechasantr
compliant with services, including domestic violence and anger management. The three children
previous relationship, who had been in foster care were also returned to the father.

Approximately one year later, the hotline was calledratthe father threw a coffee table at the televis
picked the girlfriend up and shoved her against the wall then to the ground and choked her. The fat
bricks at the family car, breaking the windshield. The children who witnessed the in&adetd the
neighbors to call 911. The police observed injuries to the girlfriend.

According to court records the father was held in jail for three days. After postinghieaourt orderethe
father to have no contact with the girlfriend and childfeeughout the adjudicatory hearing that took pl
seven months later. He ignored the order and moved back in after being released from jail. Child
investigators never obtained the court records and the investigator and supervisor assumedran@
contact order. IG investigators contacted pretrial services and learned that within the last year starn
conditions for domestic violence in the county changed from 72 hour no contact to no contact
adjudication.

The children were naéeen by child protection investigators for fesix days after the hotline call. After
failed attempt to see the childréime day after the hotline calthe primary investigator went on vacatil
believing that the father was still in jail and presdnt® risk to the children. The supervisor, who
intermittently on leave during the time as well, was aware that no one had seen the children and tw
parallel investigators to go to the home. No one called the police for ébeweti check. The rimary
investigator, who returned from vacation, contacted the girlfriend by phone.

When the children were seen, the two eldest children (nine and weaeold) told the investigators detal
of the domestic violence incident and said they witnessetthough the ningearold said she was n
supposedo talk about it. The fivezearold boy said his dad hits him in the head and jaw $d h&nocks
him down. The fouwyearold girl asked the investigator if they could move to a different locaticialkg
because she wafraidt he parents would hear her talking
Mommy. 0 The family denied any other instance
any recommended services.

The chid protection investigator told Inspector General investigators she worried the children wer
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coached. She also felt the mother was minimizing the violence in the home. Though neither super
investigator documented the conversation in SACWh®, investigator called the amall supervisor afte
interviewing the family. She told Inspector General investigators that she wanted to take protective
but the supervisor felt that since there had been no incident since the hotline call tleyoetdae able tq
demonstrate Aurgent and i mmedi ated necessity
the children remained in the home.

The supervisor told Inspector General investigators he did not recall the conversation Ithetshadi the
investigator requested protective custody he would have approved it. He said while on call he would
no information on the family during the call because he does not carry his DCFS issued laptop that hj
to the Statewide Automed Child Welfare Information System. He said he is not required to have the
while on call because the internet system is intermittent in his area. He said he relies on the investj
the family history and current status.

The father was indatedfor risk of harm related to domestic violence in the hoiiifge court allowed th
family to remain intact with a protective order for the children and an order of cooperation for the giI
and father. The court order stated, among other thihgsthe girlfriend and father were to remain drug
alcohol free and complete drug drops. An intact family case was opened through a private agency.

The father completed some services but the worker never required the parents to complete drugg
ordered by the court. That worker left the private agency. Prior to the intact worker leaving the agd
father was arrested for Driving Under the Influence (DUI). According to the police report the fath
girlfriend were visibly intoxicated and'@uing. The father failed the field sobriety test. The information
never reported to the Court.

Reporting of the DUI

Inspector General investigators requested the case file from the agency and on the following day s

the supervisor about th®UI charge ofwhich she was unaware. After the new intact worker confronte1
family about the DUI, the family initiallgaidthey had not informed the former worker of the DUI. Days |

however, when the new worker chided the girlfriend about kedpaigfrom the agency she confessed
they had actually told the former worker about the DUI within days of the arrest, but added that th¢
worker recently contacted the father and asked them to deny that they told him about the DUI. The
General investigator retrieved phone records that confirmed that the former intact worker called the fj
same day that the Inspector Gener al i nfor med

The former worker had learned about the Inspector General imati@tigvhen an outreach worker, s
employed at the agency who was assisting in gathering records in response to the Inspector Genet
contacted the former worker and alerted himt

The Former Intact Worker

The Office of the I nspector Gener al referredl
Employeelicenaure Division (CWEL) for an investigation. During th@ WEL investigation, the former inta
worker relinquished his WEL. The worker had been investigat#8 years earliebefore bythe Inspecto
Gener al O0A thaDfinfe, he evas investigated for falsifying an entire child protection investig]
During the investigation he resigned and signed a letter relinquishipgreanstatement rights. Th
Department coded the former employee as someone who could not be rehired by DCFS or any g
agency. Despite this, he was hired by the private agency, a contracted DCFS agency, just five monthy
departure from DES. Inspector General investigators learned that it is not the practice of DCFS
Resources to inform DCFS contracted private agenciesatf@meremployee has no reinstatement rigj
even when the agency asks for employment verification.
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OIG RECOMMENDATIONS / 1 Given the former intact worK
DEPARTMENT RESPONSES his unethical behavior in this case, the private agency shoul
review cases still open where he was the assigned worker.

The Office of the Inspector General shared a redacted copy of the réfhothev private agency and tj
agency's Board of Directors. The Inspector General met with agency management and a represent
the Board of Directors to discuss the findings in this report. Other than the case identified in this repq
wereno other open cases for which this former employee had been the assigned worker.

2. The private agency should request a DCFS Clinical consultation for the family because of three ri}
factors involved, physical abuse, substance abuse and domestic vicken

Clinical consultation was provided to the private agency team through the domestic violence specialt|
program. Physical violence issues were addressed within the domestic violence consitltatisrstresse
within the consultation thatéh f at her 6 s addi ction i ssues neé&hn
Divisionds Al cohol and o tonseltatiobto thegpsivata abemcyrieam tegard
identified substance abuse issues and also requested modificdtidnef Depar t ment 6 s
test for suspected steroid abuse by the father.

3. The private agency should discipline the outreach worker for alerting the former employee to tl
pending Inspector General investigation.

The employee submédt her resignation and is no longer employed by the private agency.

4. If child protection investigators cannot meet their obligation to assess child(ren) in a timel
manner the supervisor should assure that the police are contacted for a welfare check.

Department Procedures 30Rgports of Child Abuse and Negle on target to issue final policy i
December 31, 2014. Procedures 300 policy training is planned for the period January 1, 2015 to
2015. This training will reinforce caseworland supervisor compliance with the policy revisions.

5. On-call supervisors should be required to have a DCFS issued laptop with them while on call.
situations where an on call supervisor does not have access to the internet and the air card signabis|
adequate, that supervisor should be required to locate the closest point to their home where the air ¢
functions. On-call supervisor SACWIS notes should be entered contemporaneously. The supervisof
this case should receive discipline for not eating any notes.

Department Procedures 30Rgports of Child Abuse and Negletd, on target to issue final policy |
December 31, 2014. Procedures 300 policy training is planned for the period January 1, 2015 to
2015. This training will reirdrce caseworker and supervisor compliance with the policy revisions. Thq
protection supervisor received aldy suspension.

6. The Departmentds employee services should
child welfare agencies thatequire employment verification on any employee who met requirements fg
separation due to an egregious act.

The Department agrees and will implement.
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Addendum:

1. The new bail conditions standard shoul d b
I nvestigators.

The new bail conditions standard were disseminated to the child protection investigators in this count

2. When child protection investigations involve an arrest for domestic violence, investigators shou
contact pretrial services to obtainbail conditions.

Department Procedures 30Rgports of Child Abuse and Negle on target to issue final policy i
December 31, 2014. Procedures 300 policy training is planned for the period January 1, 2015 to
2015. This training will reinface caseworker and supervisor compliance with the policy revisions.

3. The Department should expeditiously amend
steroid testing.

The contract with the drug testing laboratory was amended to include tiséetwial tests.

4. Upon amending the drug testing | aboratoryobs
of the availability of steroid testing and be advised to contact the Administrator for Substance Abug
Services for further information on obtaining an anabolic steroid screen for the father.

The contract amendment is complete and the father has been tested for anabolic steroids multi
Information on accessing drug testing for steroids was added to the substance abuse sectioANaft
resources tab.

5. When a DCFS worker has a case involving a caretaker who is suspected of anabolic steroid use
worker should contact the Administrator for Substance Abuse Services for information on th
appropriate anabolic steroid screen.

Depatment Procedures 30®Reports of Child Abuse and Negle on target to issue final policy i
December 31, 2014. Procedures 300 policy training is planned for the period January 1, 2015 to
2015. This training will reinforce caseworker and sug®r compliance with the policy revisions.

6. The drug testing laboratory information on the D-Net should be amended to include steroid testing
once the | aboratoryés contract amendment i s (¢

The Department published a notice of the availabilitystroid testing through a-Net announcemeny
Additionally, information on accessing drug testing for steroids was added to the substance abuse
the D-Net resources tab.
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